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Complications of Meckel’s Diverticulum 


in Infants and Children 


VIRGILIO CARVALHO PINTO, M.D., F.A.C.S., F.I.C.S., F.A.A.P. 


AND 


ROBERTO DE VILHENA MORAES, M.D. 
SAO PAULO, BRAZIL 


necropsy reports, Meckel’s diver- 
ticulum occurs in approximately 2 
per cent of all persons. It is well known 
that this lesion may give rise to serious 
complications, which occur predominantly 
in the first or second decade of life. The 
pediatrician and the pediatric surgeon 
should bear in mind the possibility of its 
presence in the differential diagnosis of 
surgical conditions of the abdomen, for it 
requires early surgical intervention.’ 
This paper presents a series of 6 cases 
of Meckel’s diverticulum observed in chil- 
dren aged from 5 months to 8 years. 
Incidence. — The incidence of Meckel’s 
diverticulum varies, according to various 
reports, from 1 to 2.5 per cent and is 
higher in the male than in the female in 


gamete to figures derived from 


From the Departamento de Tecnica Cirurgica e Cirurgia 
Experimental da Faculdade de Medicina da Universidade de 
Sao Paulo, Brasil (Prof. E. Bastos). 

Submitted for publication Nov. 17, 1954. 


the ratio of 2:1. All our patients were ob- 

served in the first decade of life; of the 6 

children, 4 were boys and 2 were girls. 
Embryologic Aspects.—Meckel’s diver- 


-ticulum results from incomplete oblitera- 


tion of the vitelline duct, which in early 
fetal life connects the yolk sac with the 
intestine. By the 7 mm. stage this con- 
necting stalk is completely atrophied and 
closed, and the resulting fibrous cord is 
subsequently absorbed. Failure of all or 
part of the vitelline duct to become oblit- 
erated results in various types of this 
anomaly, which have been grouped by 
Thompson? as follows: 

1. Typical diverticulum, given off from 
the antimesenteric side of the ileum 
and lying free in the peritoneal cav- 
ity, the distal extremity being closed. 

2. Partial obliteration, with a fibrous 
band running from the tip of the 
diverticulum to the umbilicus or 
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some adjacent structure. 

Umbilical fistula. 

4. Giant diverticulum, sometimes com- 
ing off from the mesenteric side of 
the ileum and developing between 
the folds of the mesentery. 

5. Umbilical polyps, either attached to 

the remains of the omphalomesen- 

teric duct inside the abdomen or en- 
tirely cut off from the internal con- 
nection. 


6. Simple intramesenteric variety. 


Anatomic Aspects.—Meckel’s diverticu- 
lum averages 3 to 8 em. in length, and the 
diameter of its lumen is, as a rule, slightly 
less than that of the adjacent bowel. It is 
usually cylindric, with a tapering end, but 
a terminal bifurcation has been reported. 
Large diverticula (over 50 cm. long) have 
been observed, but some authors (Ladd 
and Gross* included) have expressed the 
opinion that these giant diverticula repre- 
sent duplications of the intestinal tract. 

The location of Meckel’s diverticulum 
varies, but the lesion occurs most com- 
monly in the terminal portion of the ileum, 
although its presence over 100 cm. from 
the cecum has been reported. 

An interesting feature of Meckel’s di- 
verticulum is the heterotopic mucosa that 
sometimes lines its walls. Although the 
mucosa of this diverticulum, in the major- 
ity of cases, is that of the intestine from 
which it takes origin, in 15 to 25 per cent 
of all cases heterotopic tissue has been ob- 
served; gastric, duodenal, jejunal and 
colonic mucosa, as well as pancreatic tis- 
sue, have been reported; gastric mucosa 
has been the type most commonly present. 

Several theories have been advanced to 
explain the presence of heterotopic tissue 
in Meckel’s diverticulum, the analysis of 
which is beyond the scope of this paper. 


Pathologic Picture—Meckel’s divertic- 
ulum may not give rise to clinical mani- 
festations at all; it may be incidentally 
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detected during an operation for some 
other condition or may undergo pathologic 
changes responsible for serious abdominal 
conditions. 

The surgical complications of Meckel’s 
diverticulum may be grouped as follows 
(Greenblatt, Pund and Chaney‘) : 

1. Peptic Group: Here the heterotopic 
gastric mucosa is of paramount impor- 
tance, for, as it is capable of producing 
hydrochloric acid and pepsin, it is respon- 
sible for the peptic ulceration that occurs 
in such cases. The ulcers are commonly 
observed at the base of the diverticulum 
(Fig. 2A) and may produce perforation, 
hemorrhage or both. 

2. Obstructive Group: Meckel’s diver- 
ticulum may be the cause of intestinal ob- 
struction; it may act as an axis about 
which the loops of bowel rotate to form a 
volvulus, or it may be followed by a band 
that adheres to any peritoneal surface 
(Fig. 1), forming an opening through 
which various forms of intestinal strangu- 
lation may take place. On the other hand, 
Meckel’s diverticulum may be the leading 
point of an intussusception. 

8. Diverticulitis Group: Meckel’s diver- 
ticulum may be the seat of inflammatory 
changes, which may be acute or chronic 
and may closely simulate acute appendi- 
citis. Perforation may occur, and the en- 
suing peritonitis is extremely severe 
Meckel’s diverticulum is a blind saccula- 
tion, and when its mouth is small or con- 
stricted inflammation may occur. 

4. Umbilical Group: If Meckel’s diver- 
ticulum is still attached to the umbilicu: 
there is discharge of yellow or yellowish 
brown fluid or even fecal material fron 
the umbilicus. Diagnosis is easy in suc! 
cases. 

5. Tumor Group: Several types of tu 
mor have been reported as involving Meck 
el’s diverticulum, but in a low incidence 

In the obstructive group, usually : 
diagnosis of obstruction is made, but i: 


take 
4 
’ 
( 


VOL. XXIII, NO. 4 


most instances the diagnosis of diverticu- 
lum is not made. 

When an umbilical fistula is present, the 
differentiation must be made between a 
patent omphalomesenteric duct and a pat- 
ent urachus. Roentgen demonstration of 
communication with the intestines rules 
out the latter. 

Treatment.—Once it gives rise to com- 
plications, the treatment of Meckel’s di- 
verticulum is surgical removal. A diver- 
ticulum that has not produced symptoms 
but is discovered in the course of surgical 
intervention should also be removed, pro- 
vided the patient’s condition is satisfac- 
tory. Obviously, when the diverticulum is 
responsible for any surgical abdominal 
condition its removal is imperative. One 
point should be kept in mind; a purse- 
string suture and turning in of the stump 
should never be employed, for constriction 
of the lumen may result, Excision is best 
performed in simple cases, when the di- 
verticulum has a thin base, by cutting it 
between two clamps obliquely placed 
across its base and then closing the bowel. 
When the base is broad and thickened, 
owing to the presence of gastric mucosa, 
pancreatic tissue or inflammation, it is 
better to employ a wedge-shaped incision, 
resecting the diverticulum and following 
this with repair of the defect, using two 
rows of sutures. In some cases resection 
of a segment of bowel along with the 
diverticulum may be necessary and must 
be followed by primary anastomosis. 


REPORT OF CASES 


CASE 1—V. L. D., a girl aged 8, was ad- 
mitted to the hospital with a history of ab- 
dominal pain and bloody stools since infancy. 
Blood in the stool was first noticed when she 
was 6 months old, and since then she had al- 
ways been pale and frail; she used to cry 
constantly, complaining of abdominal pain, 
which in the few months prior to admission 
had become more severe. 

After adequate preoperative treatment, 
which included blood transfusions to correct 
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Fig. 1.—Photograph of Meckel’s diverticulum and 

appendix removed at the same operation. The 

fibrous cord connected the diverticulum to the 
mesentery. 


the anemia, the child was operated on; a 
Meckel’s diverticulum 6 cm. long with a broad 
base, was discovered about 60 cm. from the 
cecum. A thin fibrous cord followed its tip 
and was attached to the mesentery (Fig. 1). 
This cord was severed, and by means of a 
wedge shaped incision the diverticulum was 
removed; repair of the defect followed, with 
two rows of sutures. The postoperative period 
was uneventful. 

Histologic examination of the specimen re- 
vealed gastric mucosa with ulcertation. 

CASE 2.—C. A. P., a 21%4-year-old boy, was 
admitted to the hospital with a history of 
abdominal pain of forty-eight hours’ duration, 
with nausea and vomiting. Tarry stools had 
been noticed twenty-four hours prior to ad- 
mission. Physical examination revealed the 
boy to be pale and in distress. Abdominal ten- 
derness and distention were present. The 
temperature was 37.2 C. and the pulse rate 
130. At operation the peritoneal cavity was 
observed to be full of blood, and blood clots 
were seen in the right lower quadrant. Fur- 
ther inspection revealed a small, thick Meckel’s 
diverticulum, located 20 cm. from the cecum, 
with a definite artery and mesentery of its 
own. A perforated ulcer was seen in its base, 
with a diameter of approximately 0.5 cm. Ex- 
cision of the diverticulum was carried out by 


| 
| 
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Fig. 2.—Above, perforated peptic ulcer (a) in 

a case of Meckel’s diverticulum. Below, perfo- 

rated peptic ulcer (a’) in a case of Meckel’s 
diverticulum (same case as shown in a). 


the wedge-shaped incision method. Recovery 
was uneventful (Fig. 2). 

Histologically, gastric mucosa was observed. 

CASE 3.—V.L. A. B., a 5-month-old girl, had 
jaundice since four days after birth. The 
condition was steady and progressive and was 
diagnosed as congenital atresia of the bile 
ducts. On exploration of the bile ducts a 
Meckel’s diverticulum was detected. It was 
attached to the umbilicus, but its distal end 
was not patent. The diverticulum was removed 
according to Ladd and Gross’ method. 

CASE 4.—R. O. R. F., a 5-year-old boy, was 
admitted to the hospital because of abdominal 
pain of three days’ duration, without vomit- 
ing. Physical examination revealed him to be 
acutely ill; abdominal palpation showed gen- 
eralized tenderness and muscle spasm in the 
right lower quadrant. The temperature was 
37.8 C. A preoperative diagnosis of appendi- 
citis was made. Laparotomy revealed a nor- 
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mal appendix. On further examination a 
Meckel’s diverticulum 6 cm. long was found 
30 cm. from the cecum, acutely inflamed at its 
tip. Diverticulectomy was performed. Re- 
covery was uneventful. Microscopic examina- 
tion revealed no heterotopic tissue (Fig. 3A). 

CASE 5.—R. F. F., a boy aged 6 years, was 
admitted to the hospital with a history of 
abdominal pain of twelve hours’ duration, 
which became worse in a few hours and was 
followed by nausea and vomiting. Physical 
examination revealed abdominal tenderness 
and muscle spasm in the umbilical region. 
Laparotomy revealed a normal appendix. Fur- 
ther exploration showed a Meckel’s diverticu- 
lum 40 cm. from the cecum, with a broad base, 
but short (1.5 ecm.), with an artery and 
mesentery of its own; the diverticulum was 
definitely inflamed (Fig. 3B). Diverticulec- 
tomy was performed and recovery was un- 
eventful. 

No heterotopic tissue was revealed by his- 
tologic examination. 

CASE 6.—D. V., a boy aged 3 years, had ab- 
dominal pains of five days’ duration, followed 
by nausea and vomiting. Anorexia and ab- 
dominal distention were present. The temper- 
ature was 38 C. Abdominal tenderness and 
muscle spasm were noted in the periumbilical 
region. Laparotomy revealed a Meckel’s di- 
verticulum, with a broad base, marked signs 
of inflammation and a perforation at its base. 
A segment of bowel was resected along with 
the diverticulum, with primary anastomosis. 
Recovery was uneventful (Fig. 4). 

No heterotopic tissue was revealed by his- 
tologic examination. 


6. Incidental group. 

Signs and Symptoms.—It has already 
been mentioned that Meckel’s diverticu- 
lum may remain symptomless through life. 
but, on the other hand, it may give rise t:. 
serious abdominal conditions. 

Abdominal pain is one of the mai’ 
symptoms and may vary according to th 
condition that involves the diverticulun 
It may simulate acute appendicitis by it 
character and location; it may be genera. 
ized, occurring in waves, in cases of inte: 
tinal obstruction or intussusception, or ' 
may be sharp and sudden in cases of pe! 
foration. In some instances the pain 
dull and vague. 


2 3 4 
a 
* 
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Fig. 3.—Above, mucosa of intestinal type, showing villosities and characteristic 
epithelial lining. X 3800. Below, diverticular wall with interstitial edema, vas- 
cular congestion and inflammatory infiltration. xX 200. (The author’s gratitude 
and appreciation are extended to Dr. Antonio Cardoza de Alveido for his kind 
assistance in the microscopic examination of these specimens.) 


Nausea and vomiting may also occur, do not occur in every case. 
mainly when there is obstruction, but they Hemorrhage is a common symptom and 
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Fig. 4.—Photograph of the resected specimen. 


occurs in two forms, acute and massive or 
mild and recurrent. It is due to ulceration 
of heterotopic gastric mucosa and may 
lead to severe anemia. 

Abdominal pain and hemorrhage may 
be associated with Meckel’s diverticulum, 
but pain in such cases is usually mild and 
does not present the characteristics of 
pain due to intussusception. 

Abdominal tenderness and rigidity may 
be the signs of diverticulitis and are usu- 
ally localized to the umbilical and ileocecal 
region. 

Temperature and pulse rate are elevated 
in the presence of diverticulitis, and the 
blood red cell count drops sometimes to 
very low levels. 


Diagnosis. — Preoperative diagnosis of 
Meckel’s diverticulum is rarely made, for 
the clinical signs of its complications are 
not specific and may be the signs and 
symptoms of other and more common 
acute abdominal conditions. As a matter 
of fact, such a diagnosis is possible only 
when an umbilical fistula can be diag- 
nosed; when hemorrhage is a main mani- 
festation, the presence of Meckel’s diver- 
ticulum can be suspected. Otherwise the 
diagnosis is difficult or impossible. 

Meckel’s diverticulum has been roent- 
genologically demonstrated in a few cases. 
As a rule, however, intestinal series fail to 
show its presence, on account of the usu- 
ally large mouth of the diverticulum, 
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which provides adequate drainage of th. 
contents of the diverticulum into th 
bowel. 

Meckel’s diverticulitis is indistinguish- 
able from appendicitis, although some 
authors maintain that a few features may 
indicate the preoperative diagnosis of this 
condition, e. g., the type and location of 
pain, the area of maximum tenderness 
and rigidity, the intensity of vomiting and 
general manifestations. We have been un- 
able to make such a differentiation; in all 
our cases of the diverticular group the 
condition was diagnosed as acute appendi- 
citis. 

Hemorrhage due to Meckel’s diverticu- 
lum must be differentiated from intussus- 
ception, polyps in the colon and hemor- 
rhagic diseases. In this group the diag- 
nosis can be made tentatively, since these 
other causes have been excluded. 


SUMMARY 


A series of 6 cases of Meckel’s diver- 
ticulum is presented, the patients being 
children (4 boys and 2 girls) from 5 
months to 8 years of age. In 1 case the 
diverticulum was incidentally discovered 
in the course of a celiotomy; in 3 cases 
it was the seat of acute inflammation, and 
in 2 cases peptic ulcers were present, one 
of them perforated, with hemorrhage. In 
5 cases microscopic studies were carried 
out, and in 2 of them heterotopic gastric 
mucosa was reported. In every instance 
diverticulectomy was performed. The mor- 
tality rate was zero. 


SUMARIO 


E apresentada uma série de 6 casos ¢ 
diverticulo de Meckel em criangas de 
meses a 8 anos de idade, sendo 4 menin¢ 
e 2 meninas. Em 1 caso o diverticulo f: 
acidentalmente descoberto no decurso ¢ 
uma laparotomia; em 3 casos apresentav: 
se como sede de inflamac&éo aguda; e er 
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2 casos havia tlceras pépticas presentes, 
uma das quais perfurada com hemorragia. 
Em 5 casos foi feito o estudo microscépico, 
sendo evidenciada mucosa gastrica entero- 
tépica em 2 déles. Em todos os casos foi 
feita a diverticulectomia, sem mortalidade 
operatoria. 


ZUSAM MENFASSUNG 


Es wird ueber eine Serie von sechs 
Faellen von Meckelschem Divertikel bei 
Kindern im Alter von fuenf Monaten bis 
zu acht Jahren, vier Knaben und zwei 
Maedchen, berichtet. In einem Falle wur- 
de das Divertikel zufaellig im Verlaufe 
einer Bauchoperation entdeckt; in drei 
weiteren Faellen war das Divertikel der 
Sitz einer akuten Entzuendung, und in 
den beiden uebrigen Faellen fanden sich 
im Divertikel peptische Geschwuere, eines 
davon perforiert, mit Blutungen. In fuenf 
Faellen wurden mikroskopische Unter- 
suchungen ausgefuehrt, und in zwei dieser 
Faelle wurde versprengte Magenschleim- 
haut gefunden. In allen Faellen wurde 
das Divertikel reseziert, Es kam zu kein- 
em Todesfall. 


RIASSUNTO 


L’autore descrive 6 casi di diverticolo 
di Mackel in bambini da 5 mesi a 8 anni 
di eta. Si trattava di 4 maschi e 2 fem- 
mine. Nel primo di essi il diverticolo fu 
una scoperta occasionale nel corso di una 
laparatomia; in 3 vi fu una diverticulite 
acuta, in 2 un’ulcera peptica (una delle 
quali perforata e sanguinante). Si fecero 
gli esami istologici e si trovd mucosa 
gastrica eterotopica in 2 diverticoli. Su 
6 resezioni del diverticolo non vi fu nep- 
pure un decesso. 


RESUME 


L’auteur présente une série de six cas 
de diverticule de Meckel; il s’agit d’en- 
fants de mois 4 8 ans, 4 garcons et 2 
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filles. Dans un cas le diverticule a été 
découvert incidemment au cours d’une 
laparotomie abdominale. Dans trois cas 
il était le siége d’une inflammation aigué, 
et dans 2 cas il y avait des ulcéres pep- 
tiques, dont l’un était perforé, avec hémor- 
ragie. Des examens microscopiques ont 
été pratiqués dans 5 cas; dans deux d’en- 
tre eux le rapport indiquait une muqueuse 
gastrique hétérotopique. Dans chacun de 
ces cas une diverticulectomies a été pra- 
tique. Mortalité nulle. 


RESUMEN 


Se presentan seis casos de diverticulo 
de Meckel, siendo los pacientes nifios de 
5 meses a 8 anos de edad, 4 hombres y 2 
mujeres. En un caso el diverticulo se 
descubri6 incidentalmente en el curso de 
una celiotmoia, en 3 casos fué asiento de 
inflamaci6n aguda y en 2 casos de Ulcera 
péptica, uno de ellos se perforé con hemor- 
ragia. Se hicieron estudios microscépicos 
en 5 casos, habiéndose reportado en 2 mu- 
cosa gastrica. En todos los casos se hizo 
diverticulectomia. La mortalidad fué cero. 
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HE best treatment for cancer of the 
breast is radical operation with dis- 

section of the adjacent lymph nodes. 
The overall five-year survival rate is 51 
per cent. When the axillary glands are 
not involved with cancer, about 75 per 
cent of women survive five years after the 
operation; when there are axillary metas- 
tases, about 25 to 30 per cent live five 
years or more. 

The challenge to surgeons is the ques- 
tion of what to do when cancer recurs or 
when cancer metastasizes. Two principal 
methods of treatment are available for 
advanced mammary cancer; irradiation 
and modification of the endocrine status 
of the patient. 

Irradiation is extremely valuable, al- 
though it is essentially a local form of 
treatment. The relief is symptomatic and 
palliative, but there is no evidence that 
life is prolonged by this therapy. The 
radiologist treats metastases in various 
sites and obtains worthwhile alleviation. 
However, in the course of treatment, he 
often has to pursue new foci as they de- 
velop. Prolonged irradiation in such cases 
often causes undesirable and dangerous 
complications: 1. The limit of tolerance 
of normal tissue overlying the lesion is 
reached. 2. Much destruction of bone 
marrow leads to agranulocytosis and ane- 
mia. 3. The tendency to bleeding is in- 
creased. Under these circumstances ir- 
radiation must be abandoned. 

The endocrine treatment of dissem- 
inated mammary cancer is more general, 
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and in appropriate cases profound regres- 
sion of the neoplasm occurs for shorter or 


longer periods. This method is based on 
modification of the tumor-host relation, 
which is a critical factor in determining 
how rapidly a cancer will grow. The 
methods available are: (1) Excision of the 
gonads; (2) administration of androgens; 
(3) administration of estrogenic com- 
pounds, and (4) adrenalectomy. These 
methods will be discussed briefly one by 
one. 

Oophorectomy.—Castration is valuable 
primarily as a palliative procedure. Sur- 
gical castration essentially guarantees per- 
manent eradication of ovarian activity; 
the efficacy of irradiation in this respect 
is less certain. Ovariectomy effects regres- 
sion of about 25 to 30 per cent of mam- 
mary cancers. Benefits occur in the pri- 
mary growth, in the metastases and in 
the patient’s general health which, in a 
few cases, are remarkable. Most of the 
beneficial results seem to occur in premen- 
opausal women. The remission in most 
cases lasts for about six to twelve months. 
Extended remission, however (for three 
to five years) has been reported. 

Androgen. — Androgen benefits ac- 
vanced mammary cancer in some cases, 
but the mechanism of its action is not cer- 
tain. It is known, however, that testo:- 
terone favors protein synthesis, which :: 
desirable in patients with cancer. Andrv - 
gen appears to be most efficacious in pri - 
ducing favorable effects on bony meta: - 
tases from mammary cancer. About 201) 
25 per cent of the patients so treated ai: 
benefited. The osseous metastases respon | 
to androgen by a filling in of osteolyt : 
lesions and by increased density of bon . 
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The osteoblastic changes in bone are asso- 
ciated with an increase of alkaline phos- 
ohatase in the serum. 

The most common androgenic com- 
younds used nowadays is testosterone pro- 
pionate, given by injection, and tablets 
of methyl testosterone, given orally. The 
nean survival time after androgen ther- 
ipy is eight and seven-tenths to thirteen 
nonths. 

Side effects from the administration of 
testosterone are very common. Edema 
may occur because of retention of salt and 
water. Care should be exercised in the 
administration of testosterone to elderly 
hypertensive patients. Other complica- 
tions are hirsutism, change of voice, acne, 
hot flashes and, worst of all, increase of 
libido. 

Estrogens. — The observation of an 
ameliorative effect of estrogens on certain 
patients with advanced cancer of breast is 
completely empiric. Itsmechanism of action 
is unknown. Estrogen should be used only 
in women who have been postmenopausal 
for five years or more. The best results are 
generally obtained in elderly patients. Es- 
trogen is most efficacious in causing regres- 
sion of the soft tissue lesions of mammary 
cancer. Ulcerations may heal; the gross tu- 
mor, the lymph nodes and the pulmonary 
and hepatic metastases may become di- 
minished. Osseous metastases in post- 
menopausal women may calcify, but this 
occurs only after prolonged treatment. 
Estrogen results in objective improvement 
in about 20 to 25 per cent of the cases. 
Diethylstilbestrol is the common estro- 
genic compound used. The mean survival 
time after estrogen therapy is seven and 
four-tenths to eight and four-tenths 
months. 

Side effects from estrogenic treatment 
are edema, vaginal bleeding, nausea, vom- 
iting, pigmentation of the areola and 
sometimes incontinence. 


Adrenalectomy. — Regression of mam- 
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mary cancer after oophorectomy has 
proved that hormones formed in the ovary 
can sustain cancer of the breast. Lacas- 
sague first induced mammary cancer in 
mice after the administration of estrone. 
This proved that estrogenic substances 
are importantly involved in mammary 
cancer. Woolley, Little and Fekete found 
that early gonadectomy in certain strains 
of mice led to hypertrophy and tumors 
of the adrenal cortex and later to the ma- 
lignant tumors of the breast in these 
animals. In our laboratory we have ob- 
served that women who have undergone 
oophorectomy often continue to excrete 
significant and even large amounts of 
estrogenic compounds in the urine. It is 
therefore clear from these observations 
that the adrenal cortex is another focus 
where estrogenic hormones are produced. 
These considerations led to the employ- 
ment of adrenalectomy for mammary can- 
cer. The availability of cortisone and des- 
oxycorticosterone make adrenalectomy a 
feasible operation. The hormonal substitu- 
tion therapy consists essentially of a large 
initial replacement dose of cortisone ace- 
tate and DOCA, required to insure the pre- 
vention of adrenal insufficiency, to be 
followed by a gradually decreased dose 
until the maintenance dose is reached in 
a week. Criteria for adequate substitution 
are the prevention of any sign or symp- 
toms of adrenal insufficiency. Maintenance 
of electrolyte and carbohydrate balance 
and of adequate blood pressure without 
orthostatic hypotension are the best indi- 
cators. When maintained adequately, 
adrenalectomized patients have a healthy 
appearance, are not incapacitated and are 
able to engage in all of their usual activi- 
ties. 

In a series of 100 operations for ad- 
vanced mammary cancer performed by Dr. 
C. B. Huggins and myself within three 
years, 1951 to 1953 inclusive, 95 patients 
had been subjected earlier to either uni- 


lateral or bilateral mastectomy. All pa- 
tients had been treated with hormonal 
therapy (13—premenopausal) of one kind 
or another after the onset of metastases. 
The period of observation since adrenalec- 
tomy has been nine to forty months or 
three years and four months. Assessment 
of response to adrenalectomy was based 
entirely upon the observed regression of 
tumor tissue. Subjective improvement 
alone was disregarded. 


Of these 100 patients, 5 died postopera- 
tively, a mortality rate of 5 per cent. Of 
the 95 cases, in which treatment was ef- 
fective, 38 patients, or 40 per cent, are 
having or have had profound regression 
of the lesions. Fifty-seven, or 60 per cent 
of the total, did not respond to adrenalec- 
tomy. Regression of tumor occurred in 
both soft tissue and bone. 

Regression of soft tissue metastases 
consists of disappearance of local recurrent 
lesions, metastatic pleural and pulmonary 
lesions, metastatic lymph glands and heal- 
ing of cancerous ulcers. Regression of 
bone metastases consists of roentgen evi- 
dence of healing of pathologic fractures 
and filling in and sclerosis of osteolytic 
metastases and actual new bone forma- 
tion. Most of these patients were inca- 
pacitated by intractable bone pains and 
compression fractures of the spine; they 
subsequently became able to walk and re- 
sume normal physical activity. 

In accordance with the roentgen evi- 
dence of regression of lesions in bones, 
there is an elevation of alkaline phospha- 
tase in the serum. The elevation of the 
level of this enzyme indicates marked os- 
teoblastic activity of the bones in the ab- 
sence of disease of the liver. This eleva- 
tion usually is followed by a decline to 
normal values. This rise of the alkaline 
phosphatase level, with subsequent decline 
concomitant with healing of osseous me- 
tastases, is similar to that occurring in 
prostatic cancer after orchiectomy. 
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The beneficial effects of adrenalectomy 
for advanced mammary cancer have thus 
been clearly shown. Since adrenalectomy 
produces a favorable response in less than 
50 per cent of patients so treated and since 
it is a surgical procedure of some magni- 
tude, the proper discrimination of candi- 
dates for the therapy is of great impor- 
tance. Four criteria are used by us in the 
selection of patients for adrenalectomy: 


1. Age between 40 and 45. The great- 
est relief has been observed in pa- 
tients of this age. 

2. A prolonged interval between mas- 
tectomy and the appearance of me- 
tastases. The rapidity of growth of 
cancer often indicated the degree of 
malignancy. 

3. A high titre of estrogen excretion in 
the urine, which indicates significant 
hormone production. 

4. Adenocarcinoma. This neoplasm re- 
sponds favorably to adrenalectomy. 

We have observed that the formation of 
acini in cases of mammary adenocarci- 
noma is a positive process directly attrib- 
utable to the secretion induced by hor- 
mones. Our theory is that the lumen 
cannot empty, it contains secretion. The 
elimination of critical amounts of sup- 
porting hormones from the internal en- 
vironment of certain cancers alters the 
cell metabolism sufficiently to stop secre- 
tion, producing collapse of the acini and 
causing the cells to shrink, with subse- 
quent involution of the tumor. 

Finally, it must be emphasized again 
that with any treatment in medicine, par- 
ticularly any treatment of some complex 
ity, the question must be decided whethe: 
it is worth while for the patient. Adre 
nalectomy has induced important remis 
sions in patients in whom irradiation anc 
testosterone were ineffective. In thi: 
group of mammary cancers this surgica 
method has provided relief not otherwis: 
possible at present. 
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SUMMARY 


The surgical treatment of early mam- 
mary cancer is a relatively simple pro- 
cedure. The results are often encouraging 
and the five-year survival rate following 
the radical operation is high (5 per cent 
approximately). When cancer recurs or 
metastasizes, two principal methods of 
treatment are available: (1) irradiation 
and (2) modification of the endocrine 
status of the patient. 

Irradiation is valuable as a local form 
of treatment. Prolonged irradiation causes 
undesirable complications and often com- 
pels the radiologist to abandon irradiation 
therapy. 

The endocrine methods in treatment of 
disseminated mammary cancer are more 
general and more effective in appropriate 
cases. Four principal methods of endo- 
crine therapy are discussed. They are (1) 
excision of the gonads; (2) administra- 
tion of androgens; (3) administration of 
estrogens, and (4) adrenalectomy. 

Bilateral adrenalectomy is a recent de- 
velopment and was first carried out for 
the treatment of advanced cancer of the 
breast by Huggins and his colleagues at 
the University of Chicago in 1951. 
Adrenalectomized patients can be main- 
tained on Cortisone without any ill effects. 
The results of adrenalectomy are most en- 
couraging and at times spectacular. Forty- 
per cent of a group of entirely unselected 
patients were benefited by the surgical 
procedure; the longest period of survival 
after the operation has been forty months. 
The postoperative mortality rate after 
adrenalectomy is 5 per cent, The morbidity 
rate after adrenalectomy is 0. Regression 
of tumor occurs in soft tissue and osseous 
metastases. Relief of subjective symptoms 
is often immediate and dramatic. When 
responding to adrenalectomy the patient 
gains weight, regains her appetite (which 
has long been lost) and enjoys life like 
a normal person. 
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All patients on whom adrenalectomy 
was performed had previously been treated 
by roentgen irradiation and androgenic 
or estrogenic hormones and had failed to 
respond. Adrenalectomy has provided sig- 
nificant remission in these patients, not 
otherwise possible at present. 


RESUME 


La technique chirurgicale du cancer mam- 
maire précoce est relativement simple. 
Les résultats sont souvent encourageants, 
et le taux de survie cing ans aprés |’opéra- 
tion radical est élevé (environ 51%). Les 
deux méthodes principales en cas de ré- 
cidive cancéreuse ou de métastase sont: 
1. irradiation, 2. la modification du status 
endocrinien. 

L’irradiation est rtés précieuse bien 
qu’elle soit surtout un mode de traitement 
local et palliatif. Elle soulage les symp- 
tomes mais il n’est pas établi qu’elle pro- 
longe la vie. L’irradiation suivie provoque 
souvent des complications indésirables 
telles que: 1. tolérance limitée des tissus 
normaux sus-jacents, 2. large destruction 
de la moelle osseuse avec agranulcytose, 
anémie, augmentation de la tendance a 
l’hémorragie. L’irradiation doit alors étre 
abandonnée. 

Le traitement endocrinien du cancer 
mammaire disséminé est plus général. II 
peut produire une régression néoplasique 
4 des degrés divers. I] y a quarte méthodes 
principales: 1. exclusion des gonades; 2. 
administration d’androgénes; 3. adminis- 
tration d’oestrogénes; 4. adrénalectomie. 

Les androgénes semblent donner les 
meilleurs résultats sur les métastases os- 
seuses. Environ 20 4 30% des malades 
ainsi traitées sont améliorées. Les effets 
secondaires nécessitent souvent l’interrup- 
tion du traitement (hirsutisme, change- 
ment de la voix, acné, oedéme, augmenta- 
tion de la libido). 

Les oestrogénes ne devraient étre utili- 
sés que chez les femmes ayant dépassé 


la ménopause. Ils sont plus efficaces dans 
les cas de lésions des:tissus mous. Une 
amélioration objective est constatée dans 
20 a 25% des cas. Les effets secondaries 
du traitement sont fréquents (oedéme, 
hémorragies vaginales, nausées, vomisse- 
ments) ; il faut alors |’interrompre. 

L’adrénalectomie bilatérale est une mé- 
thode récente. Elle a été utilisée par 
Huggins et ses collégues 4 l’Université de 
Chicago en 1951 dans des cas de cancer 
du sein avancé. Les malades adrénalec- 
tomisées peuvent étre maintenues au cor- 
tisone sans effets nocifs. Les résultats de 
cette opération sont des plus encourage- 
ants et parfois spectaculaire. Les auteurs 
ont constaté une amélioration dans 40% 
des cas, La période de survie post-opéra- 
toire la plus longue a été de 40 mois. Le 
taux de morbidité aprés adrénalectomie 
est de 0. On observe une régression de la 
tumeur dans les tissus mous et dans les 
métastases osseuses. La disparition des 
symptomes subjectifs est souvent immédi- 
ate. Lorsqu’elle réagit 4 l’adrénalectomie 
la malade augmente de poids, elle retrouve 
son appétit et peut 4 nouveau mener une 
vie normale. 


Toutes les malades chez lesquelles les 
auteurs ont pratiqué |’adrénalectomie ava- 
ient subi un traitement préalable aux 
rayons X et une cure d’androgénes et 
d’oestrogénes, sans résultat aucun. L’adre- 
nalectomie a provoqué une rémission qu’il 
est impossible d’obtenir par d’autres mé- 
thodes 4 l’heure actuelle. 


RIASSUNTO 


La ura chirurgica del carcinoma mam- 
mario, preso ai suoi inizii, é relativamente 
semplice. I risultati sono incoraggianti in 
quanto sopravvivenze di 5 anni dopo in- 
terventi radicali sono abbastanza fre- 
quenti (51% circa). Quando, invece, il 
cancro recidiva o da metastasi si pud ri- 
correre a due princidali metodi di cura: 
1) l’irradiazione; 2) la modificazione dello 
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stato endocrino del paziente. L’irradiazi- 
one ha grande valore terapeutico, per 
quanto si tratti di una cura locale e pallia- 
tiva Alcuni sintomi ne riescono influen- 
zati, ma non vi sono dati che dimostrino 
che tale terapia allunghi la vita; per di 
pid lirradiazione, se prolungata nel tem- 
po, @ spesso causa di noise complicazioni, 
quali 1—una limitata tolleranza dei tessuti 
normali sovrastanti la lesione e 2—una 
grave distruzione del midollo osseo con 
consecutiva agranulocitosi, anemia ed au- 
mento della tendenza alle emorragie. Nei 
casi in cui tali complicazioni si verifichino 
é bene sospendere l’irradiazione. La tera- 
pia endocrina dei cancri mammari meta- 
statizzati ha una influenza pil generale e 
in certi casi si pud assistere alla regres. 
sione delle localizzazioni neopplastiche. 1 
principali metodi per attuare tale terapia 
sono quattro: 1) castrazione; 2) sommi- 
nistrazione di androgeni o di; 3) estro- 
geni; 4) adrenalectomia. Gli androgen si 
dimostrano molto efficaci sulle metastasi 
ossee da carcinoma mammario, Circa il- 
20-30% dei casi cosi trattati riceve un 
beneficio dakla cura. Vi sono pero degli 
effetti collaterali spiacevoli che talvolta 
costringono a interrompere la cura: ]’irsu- 
tismo, le modificazioni della voce, |’acne, 
l’edema, l’aumento della libido. Quanto 
agli estrogeni, le osservazioni dei loro 
effetti benefici incerti casi di carcinoma 
mammario sono de tutto empiriche. Essi 
dovrebbero essere usati soltanto nelle don- 
ne in menopausa; i maggiori benefici si 
ottengono in quelle pili anziane. Gli estro- 
geni sembrano capaci di far regredire le 
lesioni delle parti molli nel cancro mam- 
mario nel 20-25% delle pazienti. Anche 
con queste sostanze si hanno effetti col- 
laterali: edema, emorragie vaginali, nau- 
see e vomiti, tali da costringere spesso 
ad interrompere la terapia. La surrena- 
lectomia bilaterale é stata proposta ed 
attuata di recente da Huggins e collabora- 
tori (Chicago 1951). I pazienti vengono 
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trattati con cortisone, senza effetti spiace- 
voli. I risultati sembrano incoraggianti, 
e a volte addirittura clamorasi: il 40% 
dei casi trattati ebbe giovamento, e il 
risultato piii durevole data da 40 mesi. 
Nessuna malattia dopo Il intervento; la 
regressione del tumore si verifica tanto in 
loco quanto nelle metastasi ossee, tutti i 
disturbi soggettivi regrediscono immedia- 
tamente e decisamente, la paziente riac- 
quista il peso e l’appetito e riprende una 
vita normale. Bisogna dire che tutte le 
malate erano gia state sottoposte a roent- 
genterapia e a terapia con andre geni o 
estrogeni, senza successo. 


SUMARIO 


O tratamento cirtrgico do cancer ma- 
mario inicial é relativamente simples. Os 
resultados sao frequentemente animadores 
e a sobrevida de 5 anos apés a operacio 
radical se da em taxa alta (aproximada- 
mente 51 por cento). Quando ha recidiva 
ou metastase do cancer, so dois os mé- 
todos de tratamento principais de que se 
dispoe: 1—irradiagao e 2—modificacéo do 
estado endocrino do paciente. 

A irradiacao é de extremo valor, embora 
seja essencialmente uma forma de trata- 
mento local e paliativo. Alivia os sintomas, 
mas nao ha provas de que a vida seja 
prolongada por ésse meio. A irradiacaéo 
prolongada frequentemente provoca com- 
plicagdes desagradaveis, tais como (1) 
tolerancia limitada do tecido normal su- 
prajacente 4 leséo e (2) ampla destruicao 
da medula éssea, levando a agranulocitose 
e anemias, com aumento da tendéncia a 
hemorragia, Nessas circunstancias a ir- 
radiagao deve ser abandonada. 

O tratamento endocrino do cfncer ma- 
mario disseminado é mais geral e, em 
casos apropriados, pode ocorrer a regres- 
sao do neoplasma de extens&o varidavel. 
Ha quatro métodos principais: (1) extir- 
pacaéo das gonadas; (2) administracao 
de androgenos; (3) administracao de es- 
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trogenos e (4) adrenalectomia. 

Os androgenos parecem produzir os re- 
sultados mais favoraveis sébre as metas- 
tases 6sseas nos casos de cancer mamario. 
Cerca de 20 a 30 por cento dos pacientes 
assim tratados melhoram. Os efeitos co- 
laterais da administragéo de androgenos 
sAo comuns e numerosos e frequentemente 
o tratamento tem que ser interrompido. 
Entre as complicacées mais desagradaveis 
citam-se o hirsutismo a mudan¢a de voz, 
acne, edema e o aumento do libido. 


A observacao de um efeito apés o trata- 
mento estrogenico em algumas pacientes 
com cancer adiantado da mama é de ori- 
gem completamente empirica. Os estro- 
genos devem ser usados unicamente em 
mulheres apos a menopausa e os melhores 
resultados séo em geral obtidos em paci- 
entes idosas. Os estrogenos sao mais efi- 
cazes na regressao das lesdes dos tecidos 
moles do cancer mamario. De 20 a 25 por 
cento das pacientes assim tratadas apre- 
sentam melhoras objetivas. O apareci- 
mento de edema, hemorragias vaginais, 
nauseas e vomitos frequentemente obri- 
gam & suspensao do tratamento. 


A adrenalectomia bilateral é uma aqui- 
sido recente e foi pela primeira vez levada 
a efeito para o tratamento do cancer avan- 
cado por Huggins e seus colegas na 
Universidade de Chicago em 1951. As 
pacientes adrenalectomizadas podem ser 
mantidas pelo Cortisone em quaisquer 
consequéncias. Os resultados da adrenal- 
ectomia sao muito animadores e fre- 
quéntemente espectaculares. Quarenta 40 
por cento de um grupo de pacientes nao 
selecionadas foram beneficiadas por este 
tratamento cirirgico; a sobrevida mais 
longa apés a operacao foi de 40 meses. 
A morbidade apés a adrenalectomia é de 
O. Ocorre regressio do tumor em tecidos 
moles e eme metastases ésseas. O alivio 
dos sintomas subjetivos é frequentemente 
imediate e dramatico. Quando responde a 
adrenalectomia a paciente ganha péso, 
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recupera o apetite (perdido ha muito 
tempo) e gosa a vida como uma pesséa 
normal. 

Deve ser salientado que todas as paci- 
entes em quem foi feita a adrenalectomia 
tinham sido previamente tratadas pe la 
irradiacéo, hormonios androgenicos e es- 
trogenicos, sem resultado. A adrenalec- 
tomia forneceu a essas pacientes uma re- 
misséo de sintomas nao possivel, atual- 
mente, por outros meios. 


RESUMEN 


El tratamiento quirtrgico del cancer 
mamario temprano es un procedimiento 
relativamente sencillo. Los resultados son 
a menudo alentadores y se presenta una 
alta supervivencia a los cinco anos después 
de la operaci6n radical (aproximadamente 
51 por ciento). Cuando del cancer recidiva 
6 metastatiza se dispone de dos métodos 
principales de tratamiento: (1) irradia- 
cién y (2) modificacién del estado endé- 
crino del paciente. 

La irradicaién es extremadamente vali- 
osa, aun cuando es esencialmente una 
forma de tratamiento local y paliativo. 
Mejora los sintomas pero no existe eviden- 
cia de que la vida se prolongue. La irra- 
diacié6n durante periodos largos produce 
a menudo complicaciones tales como (1) 
tolerancia limitada del tejido normal que 
circunda a la lesién y (2) destruccién 
amplia de la médula é6sea dando lugar a 
agranulocitosis y anemia, con aumento de 
la tendencia al sangrado. Bajo estas cir- 
cunstancias debe abandonarse la irradia- 
cién. 

La terapia enddécrina del cancer ma- 
mario diseminado es mas general y en 
casos apropiados puede presentarse re- 
gresién del neoplasma en cierto grado. 
Existen cuatro métodos principales: (1) 
extirpacién de las gonadas, (2) adminis- 
tracién de andrégenos, (3) administracién 
de estrégenos, y (4) suprarrenalectomfa. 

Parece ser que los andrégenos producen 


APRIL, 1955 


los efectos mas favorables- sobre las me- 
tastasis 6seas en os casos de cancer ma- 
mario, beneficidndose aproximadamente 
un 20 a 30 por ciento de los pacientes. 
Los efectos colaterales de la administra- 
cién androgénica son comunes y numer- 
osos, y a menudo el tratamiento tiene que 
suspenderse. Las complicaciones son hir- 
sutismo, cambio de voz, acné, edema y 
aumento de la libido. 

La observacion de cierto efecto benéfico 
consecutivo a la terapia con estrégenos 
en ciertos pacientes con cancer avanzado 
de la mama tiene un origen completamente 
empirico. Los estrégenos deberian ser 
usados tinicamente en mujeres después de 
la menopausia, obteniéndose os mejores 
resultados en los pacientes viejos. Los es- 
trégenos son los mas eficaces para pro- 
ducir la regresién de las lesiones de tejido 
blando en el cancer mamario. Del 20 al 
25 por ciento de los pacientes tratados con 
estrégenos muestran mejoria objetiva. Los 
efectos colaterales son comunes: edema, 
sangrado vaginal, nausea y vomito, que a 
menudo forzan la suspensién del trata- 
miento. 

La suprarrenalectomia bilateral es de 
reciente desarrollo y fué primeramente 
ejecutada para el tratamiento del cancer 
mamario por Huggins y sus colaborado- 
res, en la Universidad de Chicago en 1951. 
Los pacientes suprarrenalectomizados pu- 
eden ser mantenidos con cortisona. Los 
resultados de la suprarrenalectomia son 
mas alentadores y en muchas ocasiones 
espectaculares. El 40 por ciento de un 
grupo de pacientes no seleccionados fueron 
beneficiados por dicho procedimiento qui- 
ruirgico, siendo el perido postoperatorio 
de supervivencia maxima de cuarenta 
meses. El grado de mortalidad después 
de la suprarrenalectomia es O. La re- 
gresi6n del tumor ocurre en tejido blando 
y metastasis édseas, El alivio de los sinto- 
mas subjetivos es a menudo inmediato y 
dramatico. Cuando responde a la suprar- 
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renalectomia, el paciente aumenta de peso, 
recupera su apetito (que ha perdido por 
mucho tiempo y disfruta de la vida como 
una persona normal. 

Debe sefialarse que todos los pacientes 
en los que se lleva a cabo una suprarrena- 
lectomia han sido tratados previamente 
por irradiacién roentgen y hormonas an- 
drogénicas y estrogénicas, sin haberse 
obtenido resultados satisfactorios. La 
suprarrenalectomia ha proporcionado una 
regresion significativa en estos pacientes, 
que no hubiera sido posible de obtener de 
otra manera. 


ZUSAM MENFASSUNG 


Die chirurgische Behandlung des Brust- 
krebses im friihen Stadium ist ein ver- 
haltnismassig einfaches Verfahren. Die 
Ergebnisse sind oft ermutigend, und die 
fiinfjahrige Uberlebensquote nach radi- 
kaler Operation ist hoch (annéhernd 51%). 
Bei Riickfallen des Krebses oder bei Me- 
tastasenbildungen stehen grundsatzlich 
zwei Behandlungsmethoden zur Verfiig- 
ung, (1) Bestrahlung und (2) Anderung 
des innersekretorischen Zustandes der 
Patientin. 

Die Bestrahlung ist, auch wenn sie im 
wesentlichen nur eine Ortliche und lin- 
dernde Form der Behandlung darstellt, 
dusserst wertvoll. Sie mildert die Symp- 
tome; eine lebensverlangernde Wirkung 
lasst sich jedoch nicht nachweisen. Lang- 
ausgedehnte Bestralungen bringen oft 
unerwiinschte Komplikationen mit sich 
wie z.B. (1) Schaidigung des normales Ge- 
webes in der Umgebung des Krankheit- 
sprozesses und (2) Zerstérung des Knoch- 
enmarks mit nachfolgender Agranulozy- 
tose, Animie und steigender Blutungsten- 
denz. Unter solechen Umstanden muss die 
Bestrahlung aufgegeben werden. 

Die innersekretorische Behandlung des 
ausgebreiteten Brustkrebses ist mehr all- 
gemeiner Art und fiihrt in geeigneten 
Fallen zur Riickbildung der Geschwulst in 
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verschiedenem Umfang. Es gibt vier 
grundsatzliche Methoden der Behandlung: 
(1) Resektion der Geschlechtsdriisen, (2) 
Verabfolgung minnlichen Geschlectshor- 
mons, (3) Verafolgung weiblichen Ge- 
schlechtshormons, und (4) Nebennieren- 
resektion. 

Die mannlichen Geschlechtshormone 
haben offendar den giinstigsten Einfluss 
auf Knochenmestastasen in Fallen von 
Brustkrebs. Etwa 20 bis 30% der so be- 
handelten Kranken werden gebessert. Ne- 
benerscheinungen nach Anwendung mann- 
licher Geschlectshormone sind haufig und 
vielfaltig und fiihren oft zum Absetzen 
der Behandlung. Hirsutismus, Stimm- 
wechsel, Akne, Odeme und Steigerung der 
Libido sind unangenehme Komplikationen. 

Die Beobachtung von Besserungen nach 
Verabfolgung weiblicher Geschlechtshor- 
mone bei gewissen Kranken mit vorge- 
schrittenem Brustkrebs beruht vollig auf 
empirischen Eindriicken. Die Anwendung 
weiblicher Geschlechtshormone sollte auf 
Frauen jenseits des Klimakteriums be- 
schrinkt bleiben; die besten Ergebnisse 
werden im allgemeinen bei dlteren Pa- 
tientin erzielt. Am wirkungsvollsten 
ist der Einfluss weiblicher Geschlechts- 
hormone auf die Riickbildung der Weich- 
teilveranderungen beim Brustkrebs. Etwa 
20 bis 25% der so behandelten Frauen 
lassen objektive Besserung erkennen. Ne- 
benerscheinungen sind hiaufig. Odeme, 
vaginale Blutung, Ubelkeit und Erbrechen 
zwingen haufig zum Abbruch der Behand- 
lung. 

Die doppelseitige Nebennierenresektion 
stellt eine neue Entwicklung in der Thera- 
pie dar und wurde zur Behandlung des 
vorgeschrittenen Brustkrebses zuerst von 
Huggins und seinen Kollegen an der Uni- 
versitat von Chicago im Jahre 1951 aus- 
gefiihrt. Die ihrer Nebenniere beraubten 
Kranken kénnen mit fortgesetzten Corti- 
songaben ohne unerwiinschte Nebener- 
scheinungen am Leben erhalten werden. 
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Die Erfolge der Nebennierenresektion sind 
sehr ermutigend und manchmal sehr ein- 
drucksvoll, 40% einer Gruppe vollig un- 
ausgewahlter Patientinnen wurden durch 
den chirurgischen Eingriff giinstig beein- 
flusst. Die langste Uberlebensperiode nach 
der Operation betrug vierzig Monate. Die 
Morbiditaétsquote nach Nebennierenresek- 
tion ist gleich Null. Riickbildung der Ge- 
schwulst kommt sowohl in den Weich- 
teilen als auch in Knochenmetastasen vor. 
Die Linderung der subjektiven Symptome 
erfolgt oft unmittelbar und in drama- 
tischer Weise. Die Kranken, auf die Ne- 
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bennierenresektion ansprechen, nehmen 
an Gewicht zu, gewinnen ihren lange ver. 
missten Appetit wieder und geniessen ihi 
Leben wie eine Gesunde, 

Er muss hervorgehoben werden, das: 
alle mit Nebennierenresektion behandel- 
ten Patientinnen vorher ohne Erfolg mi: 
Roéntgenbestrahlungen und mit miann- 
lichen und weiblichen Geschlechtshormon- 
en behandelt worden waren. Bei diesen 
Kranken fiihrte die Nebennierenresektion 
ein bezeichnendes Remissionsstadium her- 
bei, das sich bisher auf keine andere 
Weise erzielen liess. 


In true friendship, of which I have had experience, I give myself to my 
friend rather than draw him towards me. If absence happens to be amus- 
ing or useful for him, it pleases me better than his company. Besides it is 
not really absence when there are means for us to communicate. In times 
past I have found value and convenience in our separations: we enlarged 
our lives and made them fuller, for he was living, enjoying and using his 
eyes in my behalf; and I also on his. An insatiable appetite for bodily 
presence suggests some flaw in congeniality. 


—Montaigne 
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Role of the Autonomic Nervous System 


in Intense Pruritus Ani 


’ CALEB H. SMITH, Lieutenant Colonel, USAF (MC), F.A.CS., F.LC.S. 
AND 
GEORGE M. MALKIEWICZ, Captain, USAF (MC) 


SCOTT AIR FORCE BASE, ILLINOIS 


a preliminary report on the relief of 

severe intractable pruritus ani pre- 
acral neurectomy (sympathectomy of the 
‘uperior hypogastric plexus). While no 
‘eport of the performance of this opera- 
ion for pruritus ani in the United States 
was found in the literature, it was learned 
that Cotte,? a French gynecologist who in- 
‘troduced presacral neurectomy, had per- 
formed the operation on 2 men for pru- 
ritus ani. In both cases the condition 
had proved intractable to all the usual 
forms of therapy and was so severe that 
the patients threatened suicide. Both pa- 
tients were relieved, the follow-up being 
three years in one case and a matter of 
weeks in the other. In our own patient, 
complete and immediate relief of the 
pruritus was attained by presacral neu- 
rectomy, although the follow-up period of 
seven months is admittedly too short to 
enable us to evaluate the procedure 
properly. 

Before performing presacral neurecto- 
my for pruritus ani, we obtained assur- 
ance that the operation would result in 
temporary relief of the patient’s itching 
by a block of the superior hypogastric 
plexus with metycaine hydrochloride. 

The present paper is a further study of 
block of the superior hypogastric plexus 
with a local anesthetic (1) with a view of 
adding to our fundamental knowledge of 


[: a previous communication,! we made 
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the autonomic innervation of the anus 
and (2) in an effort to obtain objective 
evidence of the effectiveness of the block, 
in addition to subjective evidence (relief 
of itching), in cases of pruritus ani, in 
order that the block might acquire greater 
diagnostic and prognostic significance. 

Technic of Block of the Superior Hypo- 
gastric Plexus.—The preganglionic cells 
of the sympathetic pathways to the sig- 
moid and rectum lie in the lower thoracic 
and upper lumbar levels in the intermedio- 
lateral column. These cells send their 
axons out over the lower white rami of the 
thoracolumbar outflow to the lumbar and 
preaortic ganglia. Postganglionic neurons 
originate in the sympathetic trunks, as 
well as in the preaortic ganglia, to form a 
plexus descending along the abdominal 
portion of the aorta. At the level of the 
inferior mesenteric artery there are two 
small ganglia, and from them a plexus de- 
scends this artery to innervate the sigmoid 
and rectum. The remainder of the de- 
scending sympathetic fibers form the su- 
perior hypogastric plexus at the bifurca- 
tion of the aorta. This divides into the two 
hypogastric nerves which run in the hol- 
low of the sacrum to join the inferior 
hypogastric plexus, the parasympathetic 
outflow from the second and third sacral 
segments. Sensory fibers from the poste- 
rior root ganglia in the lower thoracic and 
upper lumbar segments of the cord run 
directly into the superior hypogastric 
plexus. 

The superior hypogastric plexus was 
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Block of the superior hypogastric plexus in con- 
trols and in patients with pruritus ani. 


blocked with a 1.5 per cent solution of 
metycaine hydrochloride, without epineph- 
rine, by a modification of the technic of 
Flothow.* All blocks were done in an air- 
conditioned operating room with a rela- 
tively constant temperature. 

To accomplish block of the superior 
hypogastric plexus, the patient is placed 
in the prone position with a pillow under 
the lower part of the abdomen and the but- 
tocks taped apart. After the perianal area 
has been exposed to the air for twenty 
minutes, perianal skin temperatures are 
taken in each of the four quadrants, at the 
pigmented border, with a standard ther- 
mocouple. After suitable preparation of 
the skin, a 22-gauge needle 120 mm. long 
is introduced at a point 7 cm. from the 
midline, just opposite the spinous process 
of the fourth lumbar vertebra. The needle 
is advanced in a medial and caudal direc- 
tion, at an angle of about 45 degrees, until 
the upper portion of the body of the fifth 
lumbar vertebra is encountered. The point 
of the needle is then advanced over the 
anterolateral surface of this vertebra for 
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a distance of 1.5 cm., at which point 15 cc. 
of a 1.5 per cent solution of metycaine 
hydrochloride is deposited. The needle is 
then partially withdrawn and redirectec 
toward the body of the fourth lumbai 
vertebra. After the point of the needle 
encounters the body of the fourth lumbar 
vertebra, it is advanced until it slides off 
the anterior surface of this vertebra, at 
which point 5 cc. of 1.5 per cent solution of 
metycaine hydrochloride is deposited. The 
entire procedure is then repeated on the 
opposite side of the spine. Twenty minutes 
after completion of the block, perianal 
skin temperatures are again taken in the 
manner previously described. 

Results.—Figure 1 shows the average 
changes in perianal skin temperature after 
block of the superior hypogastric plexus 
in patients with pruritus ani and in con- 
trols. 

In the controls, the average fall in peri- 
anal skin temperature after block of the 
superior hypogastric plexus was 1 F. The 
minimum fall was 0.5 F. and the maxi- 
mum fall 1.75 F. 

In patients with pruritus ani, the aver- 
age fall in perianal skin temperature after 
block of the superior hypogastric plexus 
was 3.5 F. The minimum fall was 2.75 F. 
and the maximum fall 5 F. 


SUMMARY 


A study of block of the superior hypo- 
gastric plexus by local anesthetic was in- 
spired by the favorable results of presacra! 
neurectomy in 3 cases of severe intractable 
pruritus ani, 1 personal case and 2 re- 
ported in the literature. It was hoped that 
in addition to subjective evidence (relie? 
of itching) of the effectiveness of the 
block, objective evidence of its effective- 
ness could be obtained, thus giving the 
block greater diagnostic and prognostic 
value. The data presented suggest that 
relative fall in perianal cutaneous temper- 
ature significantly greater than that which 
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occurs in control patients after block of 
the superior hypogastric plexus with a 
local anesthetic is a characteristic of pa- 
tients with severe pruritus ani. These data 
also suggest that the sympathetic nervous 
system is involved in the syndrome of se- 
vere pruritus ani, in a manner as yet un- 
explained. 

Further study is indicated and in prog- 
ress. It is interesting to note, and impos- 
sible in the light of current knowledge to 
explain, the fall in perianal cutaneous 
temperature after block of the sympathetic 
pathways, a procedure that commonly 
causes a rise in this temperature. Except 
for those presented here, no normal values 
for perianal cutaneous temperatures are 
available. We are expanding our studies. 
Also, perianal cutaneous temperature 
after block of the sympathetic pathways 
at various levels in normal persons and in 
patients with pruritus ani are being stud- 
ied. In view of the data accumulated thus 
far, it seems reasonable to expect that 
such studies will further elucidate the 
problem. 


RIASSUNTO 


Il blocco anestetico del plesso ipogastri- 
co superiore é stato tentato in considera- 
zione dei buoni risultati ottenuti con la 
neurectomia presacrale in 3 casi di pruri- 
to anale grave e ribelle (uno personale 
e due dalla Letteratura). Si sperava di 
poter ottenere oltre agli effetti soggettivi 
(scomparsa del prurito) anche segni og- 
gettivi della efficacia del metodo cosi da 
confermare il valore diagnostico e progno- 
stico del blocco anestetico. I risultati 
hanno dimostrato che vi era una caduta 
della temperatura cutanea perianale in 
seguito a infiltrazione anestetica del plesso 
maggiore nei sofferenti di prurito che non 
nei soggetti di controllo. Questo significa 
che in tali malati vi é un interessamento 
del sistema nervoso simpatico. Studi ul- 
tariore sono in corso. E’ interessante rile- 


SMITH AND MALKIEWICZ: PRURITUS ANI 


vare questa caduta della temperatura cu- 


tanea che avviene, inspiegabilmente, dopo 


una manovra che dovrebbe provocarne 
aumento. Si stanno facendo ricerche 
anche sulle variazioni della temperatura 
perianale in soggetti normali e con pruri- 
to anale dopo infiltrazione a diversi livelli 
delle vie simpatiche e si spera di poter 
raggiungere una soddisfacente spiegazione 
del fenomeno. 


ZUSAM MENFASSUNG 


Durch die giinstigen Ergebnisse der Be- 
handlung von drei Fallen mit schwerem 
unbeeinflussbarem Pruritus ani mittels 
praesakraler Nervenresektion (ein Fall 
eigener Beobachtung und zwei aus der 
Literatur) fiihlten sich die Verfasser an- 
geregt, die Resultate einer Blockierung 
des oberen hypogastrischen Nervenplexus 
durch értliche Anaesthesierung zu unter- 
suchen. Sie hofften, ausser dem subjekti- 
ven Nachweis einer Wirksamkeit der 
Blockierung (Nachlass des Juckens) auch 
einen objektiven Beweis erbringen zu 
kénnen und dadurch den Wert des Ver- 
fahrens in diagnostischer und prognos- 
tischer Hinsicht zu erhéhen. Die vorlieg- 
enden Angaben deuten an, dass ein relativ 
starker Abfall der perianalen Hauttem- 
peratur bei Kranken mit schwerem Pruri- 
tus ani charakteristisch ist, wenn man 
ihn mit der Temperatursenkung bei Kon- 
trollfallen nach Blockierung des oberen 
hypogastrischen Nervenplexus mit O6rt- 
licher Betéubung vergleicht, Die Angaben 
weisen ferner darauf hin, dass das sympa- 
thische Nervensystem auf bisher unge- 
klarte Weise am Symptomenkomplex des 
schweren Pruritus ani beteiligt ist. 

Weitere Untersuchungen sind notwen- 
dig und haben bereits begonnen. Es ist 
interessant und nach dem heutigen Stande 
unserer Kenntnisse unerklarlich, dass die 
Blockierung der sympathischen Nerven- 
bahnen, ein Vorgang, der im allgemeinen 
einen Anstieg der Temperatur hervorruft, 
zu einem Absinken der perianalen Haut- 
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temperatur fiihrt. Normale Werte fiir die 


perianale Hauttemperatur sind ausser 
denen, die in der vorliegenden Arbeit an- 
gegeben sind, nicht erhaltlich. Die Unter- 
suchungen der Verfasser werden weiter 
ausgedehnt und erstrecken sich auch auf 
die Festsellung perianaler Hauttempera- 
turen nach Blockierung der sympathisch- 
en Nervenbahnen in verschieden noch ge- 
legenen Nervenabschnitten bei Gesunden 
sowohl als auch bei an Pruritus ani Lei- 
denden. Die bisher gewonnenen Daten be- 
rechtigen zu der Annahme, dass diese Un- 
tersuchungen zur weiteren Klarung des 
Problems beitragen werden. 


RESUMEN 


El estudio del bloqueo del plexo hipogas- 
trico superior por medio de anestésicos 
locales fué inspirado por los resultados 
favorables de la neurectomia presacra en 
tres casos de prurito anal grave, un caso 
personal y dos comunicados en la litera- 
tura. Se espera que ademas de la evidencia 
subjetiva de la efectividad del bloqueo 
(alivio del prurito), la evidencia objetiva 
puede obtenerse, dando al bloqueo un valor 
mayor en el diagnéstico y pronéstico. Los 
datos presentados sugieren que una dismi- 
nucion relativa en la temperatura cutanea 
perianal mayor que la que se produce en los 
pacientes testigos después del bloqueo lo- 
cal del plexo hipogastrico superior, es una 
caracteristica de los pacientes con prurito 
anal grave. Estos datos sugieren también 
que el sistema nervioso simpatico partici- 
pa en el sindrome de prurito anal grave, 
de una manera atin no explicada. 

Se encuentra indicada una investigaci6n 
posterior. Es interesante notar, imposible 
de explicar a la luz del conocimiento 
comun, la caida de la temperatura cutanea 
perianal después del bloqueo simpatico, ya 
que este procedimiento generalmente pro- 
duce un aumento en la temperatura. Ex- 
cepto de los valores aqui presentados, no 
existen otros respecto a la temperatura 
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cutanea perianal. Nos tros estamos haci- 
endo estudios mas amplios. Asimismo, se 
esta estudiando la temperatura cutanea 
perianal después de bloqueo simpatico a 
diferentes niveles en personas normales y 
en pacientes con prurito anal. En vista 
de los datos acumulados, parece razonable 
esperar que dichos estudios dilucidaran el 
problema, 


RESUME 


L’étude du blocage du plexus hypo- 
gastrique supérieur par |’anesthésie locale 
a été inspirée par les résultats favorables 
de la névrectomie présacrée dans trois cas 
de prurit, anal grave, dont un cas person- 
nel et deux cas rapportés dans la littéra- 
ture. Par ce traitement on obtient non 
seulement une preuve subjective (soulage- 
ment des démangeaisons), mais une preu- 
ve objective, laquelle donne une grande 
valeur pour le diagnostic et le pronostic. 
L’abaissement relatif par exemple, aprés 
blocage du plexus hypogastrique, de la 
température cutanée périanale, chez les 
malades atteints de prurit anal grave, a 
une signification pathognomonique. L’état 
du systéme nerveux sympathique n’est 
donc pas étranger au syndrome du prurit 
anal grave. 

En conséquence, il convient de poursuiv- 
re cette étude, car habituellement le blo- 
cage des voies sympathiques fait monter 
la température périanale. Cette tempéra- 
ture cutanée périanale aprés blocage des 
voies sympathiques sera contrélée a dif- 
férents niveaux aussi bien chez des per- 
sonnes normales que chez celles atteintes 
de prurit anal. 
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HAVE always held and advocated the 
| principle that the best treatment for 

a brain tumor is its surgical removal. 
Up to the time of writing I have seen 
no reason to change that point of view. 
Though one may not accomplish a cure, 
giving a patient temporary relief has al- 
ways seemed to me a worthwhile pro- 
cedure. 

There are brain tumors, the treatment 
of which is discouraging, notably the glio- 
blastomas, yet every once in a while a 
case is reported in which the patient has 
survived far longer than the time ex- 
pected. 

The treatment of metastatic brain tu- 
mors is even more discouraging, from the 
point of view of cure, than that of the 
glioblastomas, but even with these it 
sometimes happens, as will be shown later, 
that a patient may survive for a consider- 
able time. 

Several questions therefore, must be 
considered in deciding what to do with 
these patients: 


First: Is it possible to determine defi- 
nitely that a tumor is metastatic 
before subjecting the patient to 
an operation? 


Second: How accurately is it possible to 
determine the type of pathologic 
process from a study of the his- 
tory, the results of physical ex- 
amination and the use of various 
special tests? 
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Third: If one is able to establish defi- 
nitely the fact that one is deal- 
ing with a metastatic tumor, how 
should one proceed? 


My experience with metastatic tumors 
is based on a study of 102 cases in a series 
of 1681 verified brain tumors. These 102 
cases were observed and the patients 
operated upon in my service between 1911 
and 1948. A few of them were patients 
of Dr. Furlow, my former partner, who 
has permitted me to include them in this 
survey. 

It has been claimed that certain symp- 
toms, such as extremely intense headache 
and mental confusion, are indicative of 
a metastatic lesion. To this view I cannot 
subscribe at all. Though a metastatic 
lesion may be suspected, there are no 
symptoms or signs that are pathogno- 
monic of metastatic malignant change. 

The symptoms of a metastic tumor are, 
as a rule, identical with those of any other 
brain tumor and vary in their location and 
rapidity of growth just as other tumors 
do. While it is true that, in a certain 
number of cases, the multiplicity of 
lesions may present a confusing clinical 
picture and arouse the suspicion of meta- 
static malignancy, suspicion is not proof! 
This is an important consideration in 
assessing a given case and deciding upon 
the course of treatment to be followed. 
In some instances the symptoms come on 
insidiously and are those of increased 
intracranial pressure, while at other times 
they come very suddenly, like a bolt out 
of the blue. 

A few brief histories will illustrate some 
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of the various pictures that may be en- 
countered. 

In 1925 I saw a man who had been in 
perfect health until suddenly, while row- 
ing in a shell one day, he had a focal 
convulsion which lasted a short time. As 
that was before ventriculographic proce- 
dures were used extensively, I operated 
upon him on the evidence of his convulsive 
seizure alone and found no lesion—as fre- 
quently happened in the days before air in- 
jections were used. His convulsions contin- 
ued and headaches developed. Six months 
later he was operated on by Dr. Cush- 
ing, who found at the site of my previous 
operation a huge necrotic tumor that 
proved to be a metastatic carcinoma; and, 
on further examination after operation, a 
large, symptomless primary tumor of the 
lung, entirely unsuspected, was found. At 
that time surgeons had not learned to take 
routine thoracic films of all patients with 
brain tumor. Today this has become a 


regular procedure, because it is known 


that bronchogenic carcinomas frequently 
cause brain metastases. The actual per- 
centage is difficult to determine, because 
many patients (50 per cent) in my series, 
died at home, and no autopsy was per- 
formed. 

In contrast with the case just described, 
I operated upon a patient in 1927 and re- 
moved an encapsulated tumor from the 
temporal lobe. The patient made a per- 
fectly uneventful recovery and remained 
well for thirteen years. At the end of this 
time she was seen by another surgeon and 
was operated upon for a large tumor of 
the liver, which was observed to be his- 
tologically identical with the one removed 
thirteen years earlier. The patient died, 
and at autopsy there were metastases in 
the lungs and abdomen, but no evidence 
whatever of any tumor in the cranial 
cavity, where the primary tumor had been 
located. 

Another rather extraordinary case was 
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one in which I operated first in 1933, re- 
moving a tumor as large as a lemon from 
the temporal lobe. Ten months later the 
patient returned with signs of a recur- 
rence and was reoperated upon. At this 
time the tumor was lying partly in the 
lateral ventricle. It was malignant, and 
the patient was given high voltage roent- 
gen therapy. He then moved to Cleveland, 
where Dr. Gardner saw him a year later 
and ordered further roentgen treatment. 
A year after this he appeared in Boston, 
where Dr. Horrax reoperated upon him for 
a recurrence and removed another huge tu- 
mor, apparently completely, and resected 
part of the longitudinal sinus. Dr. Eisen- 
hardt studied both my sections and those 
of Dr. Horrax and pronounced them car- 
cinoma of the choroid plexus. This pa- 
tient died of a recurrence in August 1937, 
four and one-half years after the first 
operation. After a recent restudy of the 
sections, Dr. Eisenhardt considers the tu- 
mor a malignant ependymoma, so perhaps 
it should not be classed as a metastatic 
tumor; however, the case illustrates the 
fact that life may be prolonged by re- 
peated operations. 

A fourth patient had a large tumor re- 
moved from his cortex. He was given no 
roentgen treatment but was _ perfectly 
well, apparently, when seen four years 
later. The diagnosis of the tumor speci- 
men was carcinoma simplex. 


Data on 102 Metastatic Malignant Growths 
(6 Per Cent) in a Series of 1,681 Verified Tumors 
Comment 
5 patients survived 


1 to 5 years, 1 patient 
13 years 


Type Number 
Sarcoma 24 


1 patient (with 
bronchogenic tumor) 
survived 15 months; 9 
(primary tumor site 
unknown) survived 13 
months to 4 years 


Carcinoma 70 


Melanoma 


1 patient living 


Hypernephroma 
over 1 year 
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The occurrence of metastatic nodules in 
the brain, sometimes long after a primary 
growth has been removed, has been ob- 
served on a number of occasions. I re- 
moved a single hypernephromatous nodule 
from the brain in 2 patients seven years 
after each of them had had a kidney re- 
moved because of a hypernephroma. Sin- 
gle metastatic nodules seem to occur more 
frequently with hypernephromas than 
with any other type of malignant tumor. 
A number of cases in which this occurred 
have been reported in the literature. Most 
recently, Stortebecker has reported a 
number of such cases from Olivecrona’s 
clinic. It is rather surprising that, in 
Olivecrona’s statistics, hypernephroma- 
tous tumors were far more common than 
in my series or in those of others. In his 
series 18 per cent were hypernephromas, 
while in my series only 2 per cent were 
of this type. This discrepancy, however, 
might be accounted for, in part at least, 
had more autopsies been performed on the 
large number of patients who died at 
home. 

Until recently, the attitude about treat- 
ing patients with metastatic malignant 
tumors has been very conservative, be- 
cause they were considered absolutely 
hopeless. This was the view expressed by 
Cushing, Bailey and Grant. Oldberg, how- 
ever, in 1933, took a different attitude. 
He pointed out that these patients might 
be given temporary relief and be kept 
comfortable for a considerable time, and 
that furthermore, since it was impossible 
to make a positive preoperative diagnosis, 
all patients with symptoms of an intra- 
cranial tumor, unless in extremis, should 
be given the benefit of an exploratory 
procedure. In 1948, Livingston, Horrax 
and Sachs Jr., reviewed their experience 
with 51 metastatic tumors and observed 
that the period of survival was longer for 
patients without papilledema. They did 
not, however, consider specifically the ad- 
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visability of operating upon metastatic 
malignant tumors. 

As a rule, patients with metastatic tu- 
mors live less than a year, but occasion- 
ally they live longer. It is not clear from 
a study of my cases to what extent roent- 
gen therapy prolonged their lives. Only 
a few were given very large doses. From 
a study of my cases of glioblastomas, 
which I reported about a year ago, I am 
convinced that, to have any effect, the 
dosage must be much larger than is or- 
dinarily given. Radon seeds, applied as 
described in the aforementioned report, 
may be more effective than roentgen thera- 
py in cases of metastatic carcinoma, as 
was observed in the treatment of glio- 
blastomas. 

Whether, in an operation for a meta- 
static tumor, a decompression should be 
made a part of the routine procedure, or 
whether the dura should be completely 
closed, is a moot question. In my cases I 
always left a decompression with the idea 
of making the patient more comfortable 
when he had his recurrence, but the idea 
of closing the dura, so that the patient 
will die more quickly when the recurrence 
comes, has its advocates. No doubt there 
is some justification for this point of 
view, but the prolongation of life in com- 
fort, or comparative comfort, and giving 
the patient time to arrange his affairs for 
his family, seems to me the higher aim. 

In the past few years various methods 
have been introduced that tend to pro- 
long the lives of patients with cancer. The 
most effective of these seem to be the use 
of radon seeds as aforementioned, or a 
cobalt bomb, as advocated by the late Sir 
Hugh Cairns and carried out for him by 
Stanford Cade. Most recently, the extraor- 
dinary results following complete hypo- 
physectomy in several cases of metastatic 
brain tumor, as first suggested and 
carried out by Olivecrona, give great 
promise. This work is reported in articles 
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by Luft and Olivecrona and by Storte- 
becker. In attempting this procedure, how- 
ever, it should be kept in mind, as Olive- 
crona has emphasized, that a complete 
hypophysectomy is a much more formida- 
ble undertaking than the usual pituitary 
operation, because in this procedure the 
entire gland must be removed. 

It is, of course, entirely too early to 
appraise the permanent value of this 
latest operation, but it holds out new hope 
for the cancer patient, and the reports 
will be followed with the keenest interest. 
It would seem, therefore, that since the 
outlook for patients with metastatic ma- 
lignant tumors is not so gloomy as it used 
to be, there is ample justification in con- 
tinuing attempts to prolong their lives 
and ultimately, perhaps, to effect a cure. 


ZUSAM MENFASSUNG 


In den letzten Jahren sind verschiedene 
neue Verfahren vorgeschlagen worden, 
die darauf hinzielen, das Leben von Krank- 
en mit Krebsmetastasen zu varlaingern. 
Die wirksamsten unter diesen sind die 
von dem verstorbenen Sir Hugh Cairns 
empfohlenen und spater von Stanford 
Cade ausgefiihrten Einpflanzungen von 
Radiumkapseln oder die Anwendung einer 
Kobaltbombe. Neuerdings scheinen die 
aussergewohnlichen Erfolge der totalen 
Hypophysenresektion, die zuerst von Oli- 
vecrona vorgeschlagen und ausgefiihrt 
wurde, vielversprechend zu sein, Eine Ar- 
beit von Lufts und Olivecrona aus seiner 
Klinik berichtet iiberraschend gute Re- 
sultate. Wer die Ausfiihrung dieser Me- 
thode unternimmt, darf allerdings, wie 
Olivecrona hervorhebt, nicht vergessen, 
dass die totale Resektion der Hypophyse, 
da es sich um eine Entfernung der ge- 
samten Driise handelt, einen viel gewalti- 
geren Eingriff als eine gewéhnliche Hypo- 
physenoperation darstellt. 

Es ist natiirlich viel zu friih, den end- 
gultigen Wert dieses neuesten Verwahrens 
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abzuschatzen. Immerhin enthalt es fiir 
den am Krebs leidenden Kranken einen 
neuen Hoffnungsstrahl, und die weiteren 
Berichte werden daher mit grésstem In- 
teresse erwartet. 

Da die Aussichten fiir Kranke mit 
Krebsmetastasen nicht mehr ganz so 
traurig sind wie friiher, scheinen Ver- 
suche, ihr Leben durch chirurgische Mass- 
nahmen zu verlingern und angenehmer 
zu gestalten, durchaus gerechtfertigt zu 
sein. 


RESUME 


Ces derniéres années, des méthodes 
variées et nouvelles ont été introduites 
dans le but de prolonger la vie des pa- 
tients atteints de métastases cancéreuses. 
Parmi celles-ci les plus efficaces sont |’uti- 
lisation d’aiguilles de radon ou une sonde 
de cobalt, méthodes défendues par fue Sir 
Hugh Cairns et exécutées par Stanford 
Cads. Plus récemment les résultats extra- 
ordinaires obtenus a la suite d’hypophy- 
sectomie totale, méthode suggérée et pra- 
tiquée par Olivecrona, sont trés promet- 
teurs. Un travail fait dans sa clinique, 
signé Lufts et Olivecrona, rapportent des 
résultats surprenants. En essayant ce 
procédé, toutefois, il faut faire attention, 
comme Olivecrona l’a fait remarquer, 
qu’une hypophysectomie totale est une 
opération beaucoup plus grave que |’opé- 
ration habituelle d’une tumeur hypophy- 
saire, car la glande entiére est extirpée. 

Il est naturellement encore trop tot 
pour évaluer la valeur réelle de ce dernier 
procédé, mais il offre un nouvel espoir aux 
malades atteints de cancer; les observa- 
tions seront suivies avec le plus grand 
intérét. 

Il semblerait done que, puisque |’avenir 
de ces patients atteints de métastases 
cancéreuses n’est pas si sombre qu’on le 
pensait jusqu’a présent, cette intervention 
chirurgicale se justifie amplement étant 
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donné qu’elle tente de prolongar la vie 
de ces malades en la leur rendant plus 
supportable. 


RIASSUNTO 


Molti metodi sono stati proposti negli 
ultimi tempi nel tentativo di promungare 
la vita ai pazienti con metastasi neo- 
plastiche; fra questi i pit efficaci si sono 
dimostrati gli aghi di radio e le bombe 
al cobalto. Recentemente gli eccellenti 
risultati conseguiti con Jl ipofisectomia 
totale secondo il metodi di Olivecrona 
hanno aperto la strada a grandi speranze. 
Questi risultati sono stati comunicati da 
Lufts e Olivecrona in un recente articolo, 
in cui viene anche messo in rilievo la 
grande difficolta dell’intervento che con- 
siste nella asportazione completa dell’ipo- 
fisi. E’ troppo presto, naturalmente, per 
farsi un’opinione sull’efficacia reale del 
metodo, ma i primi risultati sono pro- 
mettenti e meritano di essere seguiti con 
interesse. Si pud fin d’ora asserire che 
ogni tentativo diretto a prolungare la vita 
dei malati con metastasi neoplastiche é 
pienamente giustificato. 


RESUMEN 


En los ultimos afios se han introducido 
diversos métodos nuevos que tienden a 
prolongar la vida de los pacientes con 
metastasis cancerosas. De estos el mas 
efectivo es el uso de semillas de radén o 
una bomba de cobalto, como fué preconi- 
zado por Sir Hugh Cairns y llevado a cabo 
por él y Stanford Cade. Recentemente, 
los extraordinarios resultados de la hipo- 
fisectomia, como fué sugerida y llevada 
a cabo por Olivecrona, son prometedores. 
Un articulo de su clinica por Lufts y 
Olivecrona refiere resultados favorables 
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sorprendentes. Sin embargo para inten- 
tarse este procedimiento, debe tenerse pre- 
sente como ha sefalado Olivecrona, que 
una hipofisectomia completa es un pro- 
cedimiento mas formidable que la opera- 
cién hipofisiaria comin, ya que en esta 
operacién se extirpa toda la glandula. 
Por supuesto que es muy temprano para 
apreciar el valor permanente de este ulti- 
mo procedimiento. Sin embargo ofrece 
una neuva esperanza para el paciente can- 
ceroso y las comunicaciones en este senti- 
do seran seguidas con gran interés. Parece 
ser por consiguiente que la perspectiva 
para los pacientes con cancer metastasico 
no es tan mala como solia ser y existe jus- 
tificacién plena para interntar el hacer a 
dicho paciente una vida mas confortable y 
prolongada por medio de la cirugia. 
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Salpingostomy for Sterility 


A New Original Technic 


WILLIAM M. WEINER, M.D. 
SAN FRANCISCO, CALIFORNIA 


ESULTS of salpingostomy procedures 
Ritave been unfavorably compared 
with those of tubal implantation. 
Combined surgical methods employed in 
treating a patient who desires correction 
of her infertile state can only serve to make 
evaluation difficult. In addition to the 
pathologic condition, often the original rea- 
son for operation, coincidental salpingos- 
tomy may be considered a failure, although 
actually such cases should be separately 
listed. 

Surveys of plastic tubal operations by 
Greenhill, von Graff, and Rutherford, 
Lamborn and Banks, have indicated that 
salpingostomies are followed by less suc- 
cess than are uterotubal implantation 
procedures. Such surveys apparently have 
failed to consider that salpingostomies are 
performed on tubes closed by disease, while 
implantations are often done on healthy, 
unchanged tubes that have been surgically 
interrupted. Many procedures reported 
as salpingostomies are done in cases in 
which the salpingostomy was coinciden- 
tally performed after treatment of uterine 
or ovarian disease, which frequently was 
a factor in the patient’s inability to con- 
ceive. Such cases should be separately 
considered, so as to permit proper evalu- 
ation of the success of tubal operations. 

The pathology in conditions revealed at 
laparotomy dictate the nature of the 
combined operations to be performed. 


*From the Department of Gynecology and Obstetrics, St. 
Mary’s Hospital, San Francisco. 
Submitted for publication Nov. 1, 1954. 
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These may include salpingolysis to free 
peritubal adhesions, opening of an occluded 
fimbriated ostium, and partial resection 
of distal portions of the tube with eversion 
of the mucosa (using the cuff methods of 
Sovak or the so-called circumcision opera- 
tion of Bonney). Among these procedures 
are the treatment of associated pathology 
such as myomectomy, conservative opera- 
tions for endometriosis, or salpingostomy 
by one method may be performed on one 
side and a uterotubal implant on the other. 

It is difficult to evaluate the relative 
merits of various technics. Uterotubal 
implantation in a patient previously made 
sterile by operation (Pomeroy or Mad- 
lener method), when the pelvis shows no 
pathologic change, obviously can be ex- 
pected to yield a higher percentage of suc- 
cess. In such cases the cause of obstruction 
is always the sole source of oviduct failure. 

The conclusion has been drawn that 
preservation of the maximum length of 
oviduct is of the utmost importance. That 
conclusion, however, probably was based 
upon the good results obtained when mini- 
mal alterations were required, such as 
freeing of peritubal adhesions and simple 
opening of the lightly closed fimbria. In 
order to preserve the length of damaged 
tubes by preventing their closure after 
operation, methods using allantoic mem- 
brane, polyethylene tubing and strands of 
catgut have been variously and ingeniously 
devised and tried, but with doubtful suc- 
cess. Other foreign body methods have 
been used with varying results, including 
the use of bone wax to inhibit postopera- 
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tive closure and the use of a polyethelyne 
funnel at the fimbriated end, which in- 
volves subsequent surgical removal of the 
funnel. Resorting to such methods appears 
to be based on the time-honored theory 
that the fertilized ovum must have ad- 
equate time for maturation while passing 
from the fimbriated end of the tube 
through a required length of oviduct before 
it can properly implant itself in the uterus. 

The following case report, however, in- 
dicates that maturation of the ovum during 
passage through a normal length of tube 
is not essential. The importance of pre- 


serving any diseased portion of a fallopian 
tube became highly questionable to me 
after deliberating about the fertility of 
this patient, whose only remaining seg- 
ment of fallopian tube was 5 or 6 mm. in 
length. 


REPORT OF CASE 


On Nov. 20, 1936, Mrs. R. S., aged 33, 
gravida 3, para 1, was admitted to St. Mary’s 
Hospital with the preoperative diagnosis of 
ovarian tumor and rectocystocele. Her perti- 
nent history included one full term delivery 
and two spontaneous abortions, lichen planus, 
a lifelong tendency to obesity, and an opera- 
tion following pelvic inflammatory disease in 
1926, in which adhesions were said to have 
been divided and a suspension performed for 
a retroverted uterus. 

Operation revealed the uterus to be normal 
in size, position and contour; the right ovary 
contained a 5 cm. mass, which pitted easily 
and proved to be a dermoid tumor. The dis- 
eased right tube and ovary were completely 
removed and the cornual wound peritonealized 
with the round ligament. The left ovary was 
normal, but the left tube was tortuous and 
thickened. Efforts to probe the lumen of the 
tube were fruitless; therefore the most dis- 
eased portion was resected. A proximal stump 
6 mm. long was left in place. Several fine 
catgut sutures were used before hemostasis 
of the new ostium was assured. The lumen 
appeared to be 4 mm. in diameter after the 
narrowing caused by the introduction of many 
marginal hemostatic sutures. The abdomen 
was closed in layers and an anterior and pos- 
terior colporrhaphy performed. The patient 
had a satisfactory convalescence. On Dec. 7, 
1939, after a normal full term pregnancy, she 
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was delivered of a child. Later she became 
pregnant twice but had incomplete abortions 
on Oct. 2, 1941 and Dec. 7, 1942. 

I have used the Gomco circumcision 


clamp in 12 operations since 1943. Three 
of these were followed by successful preg- 
nancies, resulting in 5 live babies. In all 
3 instances the tubes were markedly al- 
tered by salpingitis and the tubes shortened 
as much as possible in order to remove 
pathologic oviduct passages. 

The Gomco clamp can be applied to 
salvage a tube after the removal of an 
ampullary tubal pregnancy. A moderate 
amount of bleeding occurs from within the 
endosalpinx but not from the crushed 
margin left by the amputation. 

Technic of Operation.—After the peri- 
toneal cavity has been opened (Fig. 1A) 
the uterus is mobilized by freeing any 
adhesions posteriorly, and the cul-de-sac 
is inspected for evidence of endometriosis. 
The ovaries and tubes are inspected and 
freed by dividing the adhesions that dis- 
tort the tube. Small incisions of additional 
bands are made, care being exercised to 
avoid injury to the blood vessels of the 
mesosalpinx. The result is a straightened 
but thickened and dilated club-shaped tube 
with a closed fimbriated end. The tube 
may appear quite narrow at the isthmic 
portion and often for most of its length. 

Figure 1B shows a tube held by Kelly 
clamps to facilitate location of the lumen. 
Palpation of the tube at this time may 
reveal the presence or absence of firm 
nodules or firm adhesions. 

Figure 1C shows a tube the canal of 
which has been located and a round-tipped 
cannula introduced. Aspiration by means 
of a luer syringe often yields clear fluid, 
as in cases of hydrosalpinx, and may re- 
veal obstruction, which gives way to pres- 
sure of the rounded tip of the probing 
cannula. Further aspiration may then be 
followed by injection of air or saline solu- 
tion until there is evidence of free passage 
into the uterus. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Figure 2A illustrates the average condi- 
tions that prevail when such a tube is pre- 
pared for incision of the mesosalpinx. 
This incision extends the full length of 
that portion of the tube which will admit 
the entrance of the bell of the Gomco 
clamp, as indicated in Figure 2B, in which 
a holding suture is being placed. No part 
of the tube has yet been amputated, and 
the bell has been forced as far as possible 
into the tube. The holding suture is most 
effectively placed by the use of a needle. 
After the suture has been securely tied, 
the operation often is facilitated by addi- 
tional small incisions of the mesosalpinx 
and removal of a portion of the tube which 
is to be amputated. 

Figure 2C illustrates the clamp in place, 
where it can be tightly applied, as in cir- 
cumcision for amputating the prepuce in 
the male. It is allowed to remain for ten 
minutes. A scalpel is then used to incise 
the site of compression, leaving a circular 
ostium, which is free from bleeding and 
results in agglutination of the endosalpinx 
to the serosa. Usually the two tubes are 
similarly treated. 

After removal of the clamp, there is a 
minimal rim of crushed tissue about 1 mm. 
in diameter. This ostium has been stretch- 
ed by the bell and is therefore less likely 
to contract than if the endosalpinx and 
the serosa had been approximated by su- 
tures. 


SUMMARY 


Hitherto reported surveys have indica- 
ted a major incidence of failure in tubal 
plastic operations in which maximum 
length of tube has been salvaged, especially 
as compared with uterotubal implanta- 
tion. Salpingostomy technics, by their 
very nature, indicate the presence of an 
abnormal structure. Uterotubal trans- 
plants are indicated in those cases in 
which the salvageable tube is normal, 
being preceded by no major pathologic 


APRIL, 1° 5 


condition but by a surgically produc: d 
interruption. 

It is recommended that the diseasi d 
oviduct be sacrificed, leaving only the n.i- 
row, more healthy tube structure for the 
passage of the ovum and thus minimizing 
the danger of arresting a fertilized ovum 
which would result in tubal pregnancy. 
Postoperative morbidity would be reduced 
for the same reason. 

A new method of amputating the tube, 
employing the Gomco clamp, is described. 
Its advantages are the elimination of the 
need of hemostatic sutures in forming the 
ostium; it provides a guide in selecting 
the amount of pathologic thickened tube 
to be removed and results in a stretched 
surgical ostium with margins of serosa 
and endosalpinx agglutinated by pressure. 
This simple method permits the salvage 
of more oviducts in the presence of patho- 
logic conditions, including tubal preg- 
nancy. 

It has the further advantage of reducing 
the incidence of postoperative closure 
without the use of foreign substances to 
maintain patency. 

Proper consideration of the presence or 
absence of pelvic disease should result in 
a reclassification in future surveys. Such 
surveys should classify separately, patients 
with coincidental pathologic conditions, 
viz., endometriosis, uterine fibroids an‘ 
other pelvic changes from the simpler 
hydrosalpinx and surgically produce ' 
sterility. 

Salpingostomy employing the Gomc: 
clamp, by virtue of which the healthie 
narrower portion of the patent oviduct » 
preserved will assure more pregnancic | 
and fewer postoperative closures. 


RESUME 


Les observations rapportées jusqu’a ¢ 
jour indiquent une grande fréquenc 
d’échecs dans les opérations plastiques © 
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! trompe de Fallope dans lesquelles la 
| agueur maximum de la trompe a été 
argnée, surtout comparativement a |’im- 
} antation utéro-tubale. Les techniques de 
: |pingostomie, de par leur nature méme, 
i liquent la présence d’une_ structure 
a ormale. La transplantation utérotubale 
e t indiquée dans les cas ot la portion de 
tompe pouvant étre épargnée est nor- 
niale, si elle n’est précédée d’aucun état 
pathologique sérieux, et que |’interruption 
a été provoquée chirurgicalement, 

Il est recommandé de sacrifier la trompe 
de Fallope pathologique afin de ne laisser 
qu’une extrémité saine pour le passage de 
Yovule, diminuant ainsi le danger de |’ar- 
rét de fertilisation de l’ovule et évitant 
une grossesse tubaire. La mortalité post- 
opératoire est abaissée pour la méme 
raison, 

Une nouvelle métode d’amputation de la 
trompe avec utilisation de la pince de 
Gomco est décrite. Elle a pour avantages 
de rendre superflues les sutures hémosta- 
tiques. Cette méthode simple permet 
d’épargner davantages de trompes dans 
les cas pathologiques, y compris la gross- 
esse tubaire. 


Fig. 1.—Operative technic (see text) 


Cette méthode permet également de 
réduire la fréquence de la rétraction spon- 
tanée post-opératoire, sans qu’il soit né- 
cessaire de recourir 4 aucune substance 
spéciale pour maintenir la trompe ouverte. 

L’examen de la présence ou de |’ab- 
sence d’une affection pelvienne devrait 
avoir pour résultat une reclassification des 
études a ce sujet. Il faudrait classer 
séparément les malades atteintes d’affec- 
tions concomitantes telles qu’endométriose, 
fibromes utérins et autres modifications 
pelviennes, depuis le imple hydrosalpinx 
et la stérilité provoquée chirurgicalement. 

La salpingostomie a l’aide de la pince 
de Gomco, qui permet de préserver la por- 
tion la plus étroite et la plus saine de 
l’ostium, assure plus de grossesses et moins 
de rétractions post-opératoires. 


ZUSAM MENFASSUNG 


Eine Uebersicht der bisher vorliegenden 
Berichte ergibt haeufige Fehlresultate 
plastischer Operationen am LEileiter, wo 
ein moeglichst grosses Stueck der Tube 
erhalten wurde, besonders wenn man die 
Resultate mit denen der Einpflanzung des 


Fig. 2.—Operative technic (see text) 
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Hileiters in den Uterus vergleicht. Die 
Verfahren der Salpingostomie weisen ihr- 
em Wesen nach darauf hin, dass ein ab- 
normes Gebilde vorlag. Einpflanzungen 
der Tube in den Uterus kommen in den 
Faellen in Frage, wo der erhaltungsfaehi- 
ge Eileiter normal ist und ausser der chi- 
rurgisch erfolgten Durchtrennung keine 
Schaedigung aufweist. 

Es wird empfohlen, den erkrankten 
Eileiter zu opfern mit dem Ziel, nur den 
engen gesuenderen Eileiter fuer den 
Durchgang des Eies uebrigzulassen und 
auf diese Weise die Gefahr der Blockier- 
ung eines befruchteten Eies, die zur Tu- 
benschwangerschaft fuehren wuerde, zu 
verringern. Auf diese Weise wuerde sich 
auch die Morbiditaet nach der Operation 
herabsetzen lassen. 

Es wird eine neue Methode der Ampu- 
tation des Eileiters unter Verwendung der 
Gomcoschen Klemme beschrieben. Ihre Vor- 
teil liegen in der Ausschaltung der Notwen- 
digkeit blutstillender Naehte bei der Bild- 
ung des Ostiums; das Verfahren bietet 
Hinweise fuer die Auswahl der Laenge 
des zu entfernenden krankhaft verdickten 
Tubenabschnitts und fuehrt zur Schaffung 
eines gestreckten chirurgischen Ostiums, 
dessen seroese und epitheliale Raender 
durch Druck verklebt werden. Diese ein- 
fache Methode gestattet eine haeufigere 
Erhaltung von Eileitern, die krankhafte 
Veraenderungen -einschliesslich der Tub- 
enschwangerschaft-aufweisen. 


Ein weiterer Vorteil liegt in der Herab- 
setzung der Haeufigkeit postoperativer 
Tubenverschluesse, ohne dass_ koerper- 
fremdes Material zur Erhaltung der 
Durchlaessigkeit angewendet werden 
muss. 

Eine angemessene Beruecksichtigung 
der Frage ob eine Beckenerkrankung vor- 
liegt oder nicht, sollte bei Uebersichts- 
studien in der Zukunft zu einer neuen 
Klassifizierung fuehren, In solchen Ar- 
beiten sollten Patientinnen mit gleichzei- 
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tig bestehenden Krankheitsveraenderur . 
gen wie Endometriose, Uterusmyome:: 
und anderen Erkrankungen des kleine; 
Beckens in eine andere Klasse eingereih: 
werden als die mit einer einfacheren Hy- 
drosalpinx und mit chirurgisch hervorge- 
rufener Sterilitaet. 

Die mit der Gomcoklemme ausgefuehrte 
Salpingostomie, die die Erhaltung des ge- 
suenderen engeren Abschnittes des offen- 
en Eileiters gestattet, wird eine groessere 
Anzahl von Schwangerschaften sichern 
und zum selteneren Auftreten von post- 
operativen Verschluessen fuehren. 


RESUMEN 


Las comunicaciones indican mayor inci- 
dencia de fracasos en las operaciones plas- 
ticas de la trompa en las cuales se ha con- 
servado la longitud. maxima del tubo, 
especialmente comparadas con la implan- 
tacién tuibouterina. Las técnicas de sal- 
pingostomia indican la presencia de una 
estructura anémala. Los trasplantes tu- 
bouterinos estan indicados en aquellos 
casos en los cuales la trompa utilizable es 
normal, no habiendo sido afectada por 
procesos patolégicos considerables sino 
pot la interrupcién quirtirgica. 

Se recomienda que la trompa enferma 
se sacrifique con el interés de dejar tinicz- 
mente la estructura tubular delgada san2 
para el paso del é6vulo, disminuyendo asi 
la detencién de un huevo fertilizado qv 


-produciria un embarazo tubario. Por esi» 


raz6n debe disminuirse la morbilidad pos - 
operatoria. 

Se describe un nuevo método de amp! - 
tacién de la trompa empleando la pin: . 
de Gomco, que tiene la ventaja de elimin: ° 
la necesidad de suturas hemostaticas pai | 
formar el ostium; asimismo proporcior | 
una guia para seleccionar la cantidad ¢ ' 
tubo engrosada patolégicamente que ha ¢ : 
ser extirpado, que resulta en un ostiu . 
quirtirgico cuyos margenes de serosa 
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-ndosalpinx son aglutinados por la presion. 
‘ste método simple permite la conserva- 
ién de mas oviductos en presencia de 
rocesos patolégicos, incluyendo embara- 
tubario. 
Tiene la ventaja de reducir la incidencia 
2 cierre postoperatorio sin el uso de sub- 
‘ancias extranas que mantengan la per- 
ieabilidad. La consideracién apropiada 
e la presencia o ausencia de padecimien- 
»s pélvicos resultaria en una reclasifica- 
ion. Deben clasificarse separadamente los 
acientes con procesos patolégicos como 
ndometriosis, fibromas uterinos y otros 
-rocesos pélvicos del hidrosalpinx simple 
la esterilidad producida quirtirgicamen- 
La salpingostomia empleando la pinza 
de Gomco, en virtud de conservar la por- 
cién de oviducto permeable mas sana y 
delgada asegura mas embarazos y menos 
cierres postoperatorios. 


SUMARIO 


As revisées da literatura feitas até esta 
data tém evidenciado as falhas das opera- 
cdes plasticas sdbre a trompa, em que se 
procura preservar uma extenséo maxima 
da mesma, especialmente em comparacao 
com as implantagées Utero-tubaricas. As 
técnicas de salpingostomia, por sua pr6- 
pria natureza, indicam a presenca de uma 
estrutura anormal, Os transplantes ttero- 
tubaricos sfo indicados nos casos em que 
a trompa a ser conservada é normal, nado 
tendo havida anteriormente qualquer afec- 
cao patolégica de maior significacéo, mas 
sim sua seccao produzida cirtrgicamente. 

Recomenda-se que a trompa afetada 
seja sacrificada, com o objetivo de deixar- 
se apenas a estrutura tubular estreita e 
mais sa para a passagem do ovum, diminu- 
indo-se assim o perigo da parada de um 
évulo fecundado, o que resultaria numa 
prenhez tubdrica. Pela mesma razio seria 
diminuida a morbidade pésoperatéria. 


WEINER: SALPINGOSTOMY 


Foi descrito um novo método para a 
amputacao da trompa, utilizando-se a 
pinca Gomco. Suas vantagens sao a elimi- 
nacao da necessidade de suturas hemo- 
staticas para formar-se o ostium; fornece 
uma orientacao para determinar a exten- 
sao de trompa espessada patolégica a ser 
extirpada, resultando numa abertura ci- 
rurgica distendida, com bordas de serosa 
e endosalpinge acoladas por pressao. Este 
método simples permite a conservacaéo de 
maior nimero de trompas na _ presen¢a 
de afeccdes patologicas, inclusive prenhez 
tubarica. 

Apresenta ainda a vantagem de reduzir 
a incidéncia da obliteracao pds-operatoria, 
sem o uso de substancias extranhas para 
manter a permeabilidade. 

A consideracaéo adequada da presenga 
ou auséncia de afeccdes pélvicas deve re- 
sultar numa reclassificagéo nas revisdes 
futuras. Tais revisdes devem classificar 
separadamente as pacientes com afecgdes 
patolégicas, com incidentes, por exemplo 
endometriose, fibréides uterinos e outras 
afeccdes pélvicas da hidrosalpinx mais 
simples e esterilidade produzida cirtrgi- 
camente. 

A salpingostomia por meio da pinga Gom- 
co, pela qual a porcéo mais sa e estreita 
da trompa é conservada, garantiraé maior 
numero de gravidezes, e menor numero de 
obliteragées pés-operatorias. 
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hold positive opinions on doubtful matters rather than to let them see the 
doubtfulness and be encouraged to independence of mind. Education 
ought to foster the wish for truth, not the conviction that some particular 
creed is the truth. But it is creeds that hold men together in fighting or- 
ganizations—churches, States, political parties. It is intensity of belief 
in a creed that produces efficiency in fighting; victory comes to those who 
feel the strongest certainty about matters on which doubt is the only ra- 
tional attitude. To produce this intensity of belief and this efficiency in 
fighting, the child’s nature is warped and its free outlook is cramped by 
cultivating inhibitions as a check to the growth of new ideas. In those 
whose minds are not very active, the result is the omnipotence of prejudice; 
while the few whose thought cannot be wholly killed become cynical, in- 
tellectually hopeless, destructively critical, able to make all that is living 
seem foolish, unable to supply themselves the creative impulses which they 


destroy in others. 


—Russell 
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Jejunovesical Fistula Secondary to 


Carcinoma of Cervix Uteri 


BERNARD J. FICARRA, M.D., D.A.B., F.I.C.S., 
AND GERARD MARTORANO, M.D. 
ROSLYN HEIGHTS, NEW YORK 


T is not a usual experience to encounter 
a female patient who passes partly di- 
gested food through the urethra. This 

situation confronted us recently, and our 
oroblem is presented here, 


REPORT OF CASE 


Mrs. D. P., a 29-year-old housewife, was ad- 
mitted to a hospital in New York City in Sep- 
tember 1952. At that time she complained of 
intermittent vaginal bleeding of three months’ 
duration associated with loss of about 20 
pounds (9.1 Kg.) in weight. She was extremely 
pale and had the appearance of a chronically 
ill patient. The only significant past history 
was that of an abortion in May 1952. 

On Sept. 12 the patient was subjected to a 
total hysterectomy. The pathologic diagnosis 
was squamous cell carcinoma of the cervix and 
adenomyosis uteri. After this operation she 
was given massive doses of irradiation to the 
pelvic area. In July 1953 she had some urinary 
distress. Roentgen studies demonstrated an 
obstruction to the right ureter and hydro- 
nephrosis secondary to scar tissue in the pelvis. 
A right nephrectomy was performed for hydro- 
ureter and hydronephrosis on July 9, 1953. In 
spite of all this treatment the patient did not 
regain her health. She was taken to a “cancer 
specialist” who put her on a vegetable juice 
diet, which was supposed to “cure” cancer. 
During the Christmas holidays of 1953, liquid 
burst out of the right nephrectomy incision. 
Soon thereafter the food (vegetable juice) 
taken at mealtime would find its exit through 
the nephrectomy wound one or two hours later. 
Several weeks after the initial passage of un- 
digested food through the right side, the same 


thing occurred vaginally, i. e., undigested food ~ 


From the Department of Su » Ros Park Hospital, 
Roslyn Heights, L. I. 
Submitted for publication Jan. 3, 1955. 


“dripped out” of the urethra two or three 


hours after eating. 
In February 1954 the patient was seen by 
us for the first time as a hospital patient. She 


Roentgenogram taken after a barium swallow, 

showing a collection of barium in the pelvis. The 

barium-filled area is saucer-shaped, which indi- 

cates that it is in the urinary bladder. Arrows 

indicate barium passing out through the urethra 
into the vaginal orifice. 
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was small of stature and clinically appeared 
chronically ill. She was emaciated but mentally 
alert and fully cognizant of the nature of her 
illness. She wished urgently to have something 
done to eliminate the drainage of food from 
the right side and through the vagina. She 
was given multiple blood transfusions, vita- 
mins, etc., as a preoperative regimen. 

The significant observations on physical ex- 
amination were a fistulous tract through the 
right nephrectomy scar, from which emanated 
the vegetable juice that the patient’s husband 
prepared at home and brought to the hospital. 
This same vegetable juice was collected by the 
nurse as it exited through the urethra. Both 
fluids (from the right scar and the urethra) 
were compared with the juice taken by mouth. 
They were identical. 

A moderate amount of barium was admin- 
istered by mouth. It did not come out of the 
nephrectomy scar, but barium found its way 
into the urinary bladder and out through the 
urethra into the vagina (see illustration). 

Exploratory laparotomy was performed on 
February 15. When the abdomen was entered, 
multiple loops of small intestine (jejunum) 
were matted together and densely adherent to 
the pelvis and adjacent structures. When this 
matted jejunum was liberated it was found to 
have acted as a plug over the inferior remains 
(about one-fourth) of the urinary bladder. The 
jejunum was perforated at the site where it 
covered the urinary bladder and assumed the 
role of a cover to the almost entirely destroyed 
bladder (similar to a cover for a teapot). The 
presence of the jejunum over the bladder pre- 
vented the spilling of urine into the peritoneal 
cavity, even as it supplied an exit for the 
jejunal contents to pass into the bladder and 
out by the vagina through the urethra. 

In addition, a second loop of jejunum was 
adherent to the right side of the abdominal 
wall, and a segment had perforated through 
the scar from which emanated the aforemen- 
tioned undigested vegetable juice. Grayish 
white metastatic areas were noted in the je- 
junal loops adherent to the urinary bladder 
and the nephrectomy incision. Jejunal seg- 
ments were resected in both areas (20 cm. in 
the pelvic area and 20 cm. at the nephrectomy 
scar site) and an end-to-end anastomosis per- 
formed. The remaining ureter (left) was 
transplanted and imbedded into the sigmoid. A 
pelvic eventration was contemplated but was 
not performed, because the patient’s general 
condition (as reported by the anesthetist) was 
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poor. The patient recovered from the surgic. | 
procedure but died on the sixth postoperati: . 
day. 


COMMENT 


From this case it is believed that the 
uterine carcinoma spread into the urinary 
bladder, causing all the destruction ob- 
served at operation. The destruction of the 
bladder could possibly be attributed to the 
irradiation administered. This idea was 
promulgated in 1935 by the distinguished 
surgeon Mikulicz-Radecki.! In that year he 
reported 2 cases of vesical injury in 375 
patients treated by irradiation for carci- 
noma of the cervix. He stated that irradia- 
tion can produce ulceration in the bladder, 
which results in the shedding of small 
areas of mucosa and muscle (Stoeckel’s 
cystitis dissecans gangrenosa actinogenet- 
ica). However, in our opinion, destruc- 
tion of the bladder in our case was not due 
to irradiation but rather to the spread of 
the neoplasm, which destroyed the bladder 
and invaded the small bowel. 

A few words may be said about this 
“new” so-called cancer diet. This was the 
third patient who came to us after having 
been treated with vegetable juice. All 
three died. 


SUMMARY 


The case of a 29-year-old patient with 
carcinoma of the cervix uteri is reported. 
After hysterectomy and irradiation « 
chain of complications occurred. These ma- 
jor complications were hydronephrosis an: 
a communication between the jejunum anc 
the bladder. 

Operation was attempted, but vainly, t: 
eliminate the passage of intestinal content 
through the urethra and the nephrectom: 
incision. 


RESUMEN 


Se comunica el caso de una paciente d 
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9 afios de edad con carcinoma del cérviz 
iterino. 

Después de histerectomia e irradiacién 
currieron una serie de complicaciones, 
iendo las mayores la hidronefrosis y una 
omunicacion yeyunovesical. Se intentd 
ma operaci6n, inutilmente, para eliminar 
| paso de contenido intestinal a través de 
a uretra y la incision de la nefrectomia. 


ZUSAM MENFASSUNG 


Es wird tiber den Fall einer 29-jahrigen 
Yatientin mit Portiokarzinom berichtet. 
im Anschluss an die Resektion der Ge- 
und Bestrahlungen ergab sich 
eine Kette von Komplikationen. Diese be- 
standen im wesentlichen in Hydronephro- 
se und einer Fistelbildung zwischen Je- 
junum und Harnblase. Eine Operation 
zur Ausschaltung des Abfiusses von Dar- 
minhalt durch die Harnroéhre und durch 
die Ejinschnittsstelle der Nephrektomie 
wurde versucht, war aber ohne Erfolg. 


RIASSUNTO 


Viene riferito il caso di una donna di 
29 anni affetta da cancro del collo dell’ute- 
ro. 

All’isterectomia e alla terapia radiante 
segui una lunga sequela di complicazioni, 
di cui le principali furono una idronefrosi 
e una fistola digiuno-xescicale. Invano si 


FICARRA AND MARTORANO: JEJUNOVESICAL FISTULA 


There is no learned man but will confess he hath much profited by read- 


tentd di ovviare chirurgicamente al pas- 
saggio—e alla conseguente eliminazione- 
del contenuto intestinale attraverso |’ure- 
tra e attraverso la lombotomia eseguita 
per la nefrectomia. 


RESUME 


Le cas d’une patiente de 29 ans avec 
carcinome du col utérin est rapporté. 
Une série de complications survit aprés 
hystérectomie et irradiation. Les plus im- 
portantes furent une hydronéphrose et 
une communication entre le jéjunum et la 
vessie. L’opération fut tentée, mais en 
vain, afin d’éliminer le passage du con- 
tenu intestinal par l’uréthre et l’incision 
de néphrectomie. 


SUMARIO 


E apresentado o caso de uma paciente 
de 29 anos com carcinoma do colo uterino. 
Apos histerectomia e irradiacaéo ocorreu 
uma série de complicagées, representadas 
por hidronefrose e comunicacéo entre o 
jejuno e a bexiga. A operacaéo foi tentada, 
mas em vao, para eliminar a passagem do 
contetiido intestinal pela uretra e incisao 
da nefrectomia. 
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ing controversies; his senses awakened, his judgment sharpened, and the 
truth which he holds more firmly established. In logic they teach that con- 
traries laid together more evidently appear; and controversy being per- 
mitted, falsehood will appear more false, and truth more true. 


—NMilton 
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face can be divided into two cate- 
gories, those involving the soft tis- 
sue and those involving the supporting 
structures, namely, cartilage and bone. 
One must keep in mind that such a divi- 
sion is only arbitrary, since it is not infre- 
quent for both systems to be involved in a 
single accident. 

Considering first injuries of the soft tis- 
sue, there are four common categories: 
contusions, abrasions, lacerations and 
avulsions. Contusions are of little conse- 
quence when they occur alone, and ice 
packs or the injection of a solution con- 
taining hyaluronidase usually controls 
them promptly. They are important when 
they mask fractures, especially of the 
infra-orbital ridge or the zygomatic arch. 
The unsuspecting patient may notice the 
fracture for the first time when the swell- 
ing subsides a week or more after the in- 
jury, sometimes after the best chance of 
an accurate reduction has passed. 

Abrasions usually cause slight concern. 
Healing is prompt and scarring is mini- 
mal. It stands to reason, however, that the 
deeper the abrasions the more scarring is 
apt to result. Of prime importance are the 
injuries in which various foreign bodies, 
particularly those containing pigment, are 
driven into and under the skin. These 
should be removed as promptly as possible 
in an effort to prevent permanent “tattoo- 


Reece can speaking, injuries of the 
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Management of Facial Injuries Resulting 


from Automobile Accidents: 


JAMES F. DOWD, M.D., F.A.C.S., F.I.C.S. 
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ing.” In some cases pigmented foreign 
bodies can be removed by ordinary cleans- 
ing; in other cases, complete excision offers 
the only hope. At any rate, removing them 
at the first operation, if the patient’s gen- 
eral condition permits, appears to be the 
most conservative procedure. The fond 
wish, so often expressed, that the pigment 
will disappear as healing progresses seems 
to be infrequently realized. 

Lacerations, like abrasions, assume 
added importance as their depth increases, 
when certain vital structures are divided 
and cavities lined with mucous membrane 
are involved. Repair of lacerations is an 
easy, although often time-consuming task 
when the basic principles of plastic sur- 
gery are followed. Careful cleansing of 
the wound is of foremost importance; this 
is accomplished by washing the surround- 
ing skin with phisoderm or septisol con- 
taining hexachlorophene (and_ shaving 
when necessary), followed by prolonged 
irrigation with saline solution. Gentle 
handling of the tissues is a “must.” Al! 
foreign bodies should be removed, hemos- 
tasis secured and hematomas evacuated. 
Removal of obviously dead tissue must be 
accomplished, but because of the generous 
circulation in the face, débridement car 
be kept to a minimum. Obliteration of 
“dead space” by the careful closure of 
muscle, fascia and fat in multiple layers 
is important. This is usually accomplishec 
by the use of No. 4-0 or 5-0 plain catgut 
and when it is properly done the skin can 
be closed with No. 5-0 or 6-0 silk without 
tension. Closure of the skin should be 
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done with the finest suture available for 
che particular region involved, and with 
cne, full curved needles, so that accurate 
dge-to-edge approximation can be ob- 
ained. Care should be taken to place the 
sutures within 1 or 2 mm. of the skin edge. 
f this layer closure without cutaneous 
ension is performed, the skin sutures may 
e partially or completely removed in 
orty-eight to seventy-two hours. No su- 
ure or needle marks will remain under 
hese circumstances. Vertical mattress 
utures, designed to approximate both 
-kin and deep structures, which are placed 
‘ar back from the edge of the wound and 
der considerable tension, have no place 
‘n this type of repair. Primary repair of 
ierves should be done when possible, al- 
‘hough the terminal filaments of both sen- 
sory and motor nerves of the face are 
usually difficult, if not impossible, to lo- 
cate. The facial nerve or its major trunks 
are more readily located and can be suc- 


cessfully approximated. The divided paro- 
tid duct can usually be repaired without 
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difficulty and troublesome salivary fistula 
avoided. A small caliber polyethylene 
catheter can be threaded from the mouth 
through the distal portion of the duct, 
then through the proximal portion and 
into the gland. The continuity of the duct 
can then be reestablished by closure of the 
wall with No. 6-0 silk. The nasolacrimal 
apparatus can be repaired in a similar 
fashion. Full thickness skin lacerations 
of lip, cheek, nose or eyelid require careful 
layer closure for maximum results. It 
seems most advantageous to begin within, 
first closing the mucous membrane and 
then working in layers to the skin. In the 
eyelid, where sutures placed in the con- 
junctiva are apt to abrade the cornea, 
careful closure of the tarsal plate may suf- 
fice. Conjunctival sutures of No. 6-0 silk 
with only two knots seem to cause little, 
if any, discomfort to the patient. 

Loss of tissue by avulsion or surgical 
débridement of devitalized structures must 
be covered to convert open, contaminated 
wounds into closed, clean ones. It is rare- 


Fig. 1—A, full thickness laceration of nose including injury of nasal bones and septum; full thick- 


ness laceration of upper 


lip, left, including skin, muscle and mucous membrane. B, appearance 


forty-eight hours after operation. Note position of external sutures and packing of nasal cavity with 
petrolatum gauze. C, postoperative view four months after injury. 
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ly possible to plan definitive flaps when an 
emergency operation is being performed ; 
the split thickness skin graft, however, is 
always available and makes an easy skin 
dressing. Not infrequently the result is 
satisfying enough to be permanent. The 
time saved by the liberal use of skin grafts 
in reducing painful dressings, improving 
healing and preventing fibrosis, scar con- 
tracture and tissue distortion is well 
known to all. 

The nasal bones, being in a highly vul- 
nerable position, are most frequently in- 
volved in fractures. These take two main 
forms, the depressed and the lateral devia- 
tion. It must be remembered that in all 
fractures of the nose the septum also par- 
ticipates, and correction of this difficulty 
is of the utmost importance for the pa- 
tient’s breathing. A satisfactory early re- 
duction is certain to save future opera- 
tions. Reduction is always an operating 
room procedure, requiring general anes- 
thesia for children and local for adults. It 
is only after adequate anesthesia has been 
obtained that manipulation of the nasal 
bones and septum can be accomplished. 
When the bones have been properly re- 
duced, the reduction must be maintained 
by the use of intranasal petrolatum gauze 
packing and an external splint held in po- 
sition with adhesive strapping. Sutures 
used to close compound injuries are placed 
according to the aforementioned plan. 
When the vestibular skin or the nasal mu- 
cous membrane is involved in a circular 
fashion, it is well to remember that scar 
contracture can be severe enough to pro- 
duce stenosis. An acrylic tube will aid in 
overcoming the late complication. 

Fractures involving the infra-orbital 
ridge, the malar bone and the anterior 
portion of the zygomatic arch are best ap- 
proached through the oral cavity. After 
reflection of the cheek from the maxilla 
the fragments are clearly in view, and 
their elevation is usually uncomplicated. 
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Fig.. 2, — A, multiple lacerations involving the 

forehead, right upper and lower eyelids and 

cheek, with almost complete removal of triangular 

section of right upper eyelid. B, postoperative 
view five months later. 


Because the fragments in the majority of 
cases are depressed into the maxillary 
sinus, it is necessary to pack the cavity 
with 1/4 inch (0.6 cm.) iodoform gauze to 
maintain reduction. Diplopia, produced 
by a fall of the orbital contents into the 
maxillary sinus, can be overcome by the 
same method. This pack, brought out 
through the incision in the buccal sulcus, 
is maintained in place for two to three 
weeks and removed, without anesthesia, 
in the surgeon’s office. Fractures involv- 
ing the zygomatic arch alone are best ap- 
proached by the Gillies method. 

When these fractures extend inferiorly 
and involve the alveolar ridge or the pal- 
ate, it becomes necessary to use the teeth 
of the mandible as a splint. The teeth of 
the upper arch are fixed to an Erich splint 
after reduction and, after another such 


Fig. 3.—A, avulsion of the forehead, including 

skin, muscle and segment of periosteum. Denude: 

bone covered by muscle flap and split thicknes: 

skin graft. B, postoperative result two month: 
after operation. 
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Pig. 4.—A, Multiple lacerations of face, partial avulsion of right upper lip and cheek, including loss 


of vermilion border and buccal mucous membrane. 
lacerations and application of split thickness skin graft to avulsed area of right upper lip and cheek. 


B, view five months after immediate suture of 


©, eleven months after injury. Flap transplanted from right arm, including skin and subcutaneous 


fat. Flap still requires the removal of subcutaneous fat, although two thinning procedures have 
already been performed. 


splint has been applied to the lower arch, 
rubber band traction is used to maintain 
position and occlusion. In some cases half 
of the upper jaw becomes depressed, the 
lower fracture running through the mid- 
line of the alveolar ridge and palate. Such 
fractures can be well maintained in posi- 
tion by passing two Kirschner wires from 
side to side after reduction has been ob- 
tained. If it is necessary to pack the max- 
illary sinus, this must -be done after the 
wires are in place. 

Craniofacial separation, in which the 
entire upper jaw is loose from the skull, 
can usually be treated in a simple manner 
by using the mandible as a splint for the 
maxilla. Packing of one or both of the 
maxillary sinuses may be required. Elas- 
tic traction on Erich splints fixed to the 
teeth and a well applied Barton bandage 
complete the treatment. Within two to 
four weeks the fractures solidify and the 
restraints can be removed. Open reduc- 
tion, with wiring around the bones and 
passing through the cheeks to a plaster 
headeap, is sometimes required in the 


“older cases” but tends to be cumbersome 
and should be used only when other meth- 
ods are not feasible. 


Mandibular fractures are usually mul- 
tiple, involving, as a rule, the neck or 
angle on one side and the region of the 
mental foramen on the opposite side. Va- 
rious combinations of fractures can be 
observed in any given case. Malocclusion 
of the teeth is common in all such injuries, 
and the object of therapy is the restora- 
tion of occlusion by the simplest measures 
available. The teeth of the upper jaw 
serve as a guide for the restoration of oc- 
clusion and also as a splint to maintain 
reduction. In the majority of cases the 
use of Erich splints or Stout multiple loop 
wires and elastic traction give satisfactory 
results. Healing takes place within six to 
eight weeks. The obvious disadvantage of 
this method is that the patient’s teeth are 
fixed together and liquid feedings are re- 
quired ; this, however, is not a tremendous 
handicap. Some fractures, e.g., those at 
the symphysis and in the anterior portion 
of the body, lend themselves well to fixa- 
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tion with Kirschner wires. This permits 
the patient a more nearly normal diet but 
some have been refused employment be- 
cause of the protruding wires. 

Fractures of the neck with dislocation 
of the condyle rarely cause difficulty as 
long as occlusion is maintained during the 
healing process. Very rarely a displaced 
condyle has to be removed because its ab- 
normal position blocks opening of the 
mouth or causes pain. 

Edentulous mouths or those without a 
full complement of teeth increase the com- 
plexity of therapy. In these, open reduc- 
tion with direct wiring of the fragments, 
performed either from the oral or the ex- 
ternal approach, is necessary. The pa- 
tient’s dentures are a valuable guide to 
reduction of the fracture and at times may 
be useful as splints. On occasion, dental 
appliances are valuable in the reconstruc- 
tion of various fractures. 


SUMMARY 


A number of common injuries of the 
face and facial bones are discussed. The 
multiple layer closure of lacerations by the 
method of lining the mucous membrane 
first and the other layers subsequently 
seems to require stressing again and again. 
In the treatment of fractures the simplest 
method possible is the method of choice. 
The use of the opposing dental arch as a 
splint for fractures of the maxilla or man- 
dible is also important. 


RESUME 


L’auteur discute un certain nombre 
de lésions de la face et des os de la face. 
Les différentes couches de la peau dé- 
chirée devront étre recousues soigneuse- 
ment avec les muqueuses de facon que la 
cicatrice soit le moins apparente possible. 
Dans le traitement des fractures, la mé- 
thode la plus simple est la meilleure. Le 
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choix des appareils dentaires pour les 
fractures du maxillaire supérieur ou du 
maxillaire inférieur est trés important. 


ZUSAMMENFASSUNG 


Eine Reihe haufiger Verletzungen des 
Gesichts und der Gesichtsknochen wird 
erortert. Es scheint angezeight zu sein, 
immer wieder darauf hinzuweisen, dass 
der Verschluss von Weichteilzerreissungen 
in mehrfachen Lagen zu erfolgen hat, wo- 
bei erst die Schlexmhaut und dann die 
iibrigen Schichten versorgt werden. In 
der Behandlung von Knochenbriichen ist 
die einfachste Behandlungsmethode die 
beste. Bei der Behandlung von Ober- und 
Unterkieferbriichen ist die Beniitzung des 
dem gebrochenen Knochen gegeniiberlie- 
genden Zahnbogens als Schiene von Be- 
deutung. 


RESUMEN 


Se discuten una serie de lesiones comu- 
nes de la cara y huesos faciales. El cierre 
en capas miultiples de laceraciones por el 
método de cubrir la membrana mucosa 
primero y subsecuentemente las otras cap- 
as parece requerir énfasis una vez mas. 
En el tratamiento de las fracturas el mé- 
todo mas simple posible es el de eleccién. 
El uso de un arco dental como molde para 
las fracturas de maxilar o mandibula es 
también importante. 


RIASSUNTO 


Vengono descritte le lesioni traumatiche 
pitt frequenti della faccia I] metodo migli- 
ore rimane sempre quello della ricostru- 
zione a strati incominciando dalla mucosa 
Per quanto si riferisce alle fratture il mig- 
lior metodo é sempre il pili semplice. Nell: 
fratture della mandibola o della mascell: 
Yimmobilizzazione si ottiene utilizzand 
l’arcata dentaria opposta. 
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diagnosis and treatment of lesions of 
the skin which may and frequently are 
earcinoma or types of sarcoma. The pub- 
icity given by the Cancer Foundations 
has made the public conscious of the 
dangers of malignant disease, and more 
persons come to the physician for diagno- 
sis and treatment than have come in pre- 
vious years. 

This new public attitude places the re- 
sponsibility squarely in the hands of the 
physician, and it behooves him to give the 
proper advice and treatment. 

The lesions that present themselves can 
be classed into three groups: 

1. Hemangiomas 
2. Moles 
3. Papillomas 


[ WISH to call attention to the early 


*Clinical Professor of Plastic Surgery, University of Mary- 
land School of Medicine, Baltimore. 
Submitted for publication Dec. 16, 1954. 


Management of Carcinoma of the Face 


EDWARD A. KITLOWSKI, M.D., D.A.B. (PIl.)* 
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Parents bring children of very tender 
age with hemangiomas, fearing that they 
may be cancer. The typical history of 
these growths should be carefully ex- 
plained to prevent unwarranted and some- 
times disastrous treatment. 

A hemangioma is an anlage of material 
of vascular origin. Various classifications 
of this condition depend on the rate of 
growth and the amount of embryonic ma- 
terial present. If there is a large amount 
of the material and the activating agent, 
whatever it may be, is intense, cavernous 
sinuses will develop and invasion is cer- 
tain. The hemangioma never become ma- 
lignant in the sense that it will metasta- 
size, but it can be so considered because 
of its invasive ability. One can easily real- 
ize the variations that may occur in the 
lesion. The usual picture is typical of a 
very great percentage of cases. The lesion 


Fig. 1—A, superficial hemangioma involving a large area of the face and eyelids, a portion of 

the lip and the left shoulder. B, partial excision of hemangioma with a full thickness skin graft in 

the eyelid. C, result after three years. The scars need further adjustment. The area on the arm 
has cleared completely after an excision and a low grade infection. 
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Fig. 2.—A, sear left after radium treatment of 

a hemangioma on the forehead. B, result after 

excision. The large circular scar made a satis- 
factory cosmetic result difficult to secure. 


is often present at birth and is of variable 
size, usually about the size of a pinhead. 
Often it does not appear until ten days or 
two weeks after birth, beginning as a red 
spot that gradually increases in size, rises 
above the skin level and becomes intensi- 
fied in color. The surface becomes pebbly, 
giving a strawberry appearance. Its 
growth will continue for three to five 
months and then cease unless the activat- 
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ing agent is intense. After this time the 
growth stops and degeneration may ensue. 
This is seen by a gradual change in color 
from bright red to bluish red and the ini- 
tial flattening of the surface. The center 
gradually becomes whiter, finally having 
the color of the skin. This can progress 
until the hemangioma has entirely disap- 
peared. The retrogression is very gradual, 
usually ending when the patient is eight- 
een months to two years of age. If the 
growth does not disappear by that time it 
should be removed by excision. There is 
another very superficial type that may in- 
volve large areas of the body. This type 
will invariably regress, leaving soft, loose, 
white skin that can be removed later. This 
group of tumors is included in this dis- 
cussion because of the treatment which is 
frequently used (Fig. 1). Carbon dioxide 
snow will remove the outer portion but 
will not eliminate the condition unless the 
hemangioma is very superficial. Frequent 
treatments may result in unsightly scars. 
The most dangerous treatment is the use 
of roentgen rays or radium. It may re- 


Fig. 3.—A, port wine mark involving the left side of the face. There are areas of ulceration caused 
by roentgen treatment, which was used to eliminate the condition. The danger of malignant change 
in these areas required the removal of the involved area. B, flap shifted from the neck into the 
upper lip and cheek, replacing over half of the involved area with normal tissue. C, flap shifted 
upward, permitting removal of the area to the eyelid. The eyelids were grafted and the area in the 
temporal region excised. The cosmetic result was fair, but the damaged skin was completely replaced. 


448 


} 
& 


VOL. XXIII, NO. 4 


move the superficial tumors without leav- 
ing any untoward effects if the treatment 
is earefully given. If, however, the he- 
mangioma involves the whole thickness of 
the skin or deeper tissue, irradiation will 
*requently result in roentgen burns, which 
‘re potentially malignant and will require 
surgical treatment, more or less extensive, 
lepending on the extent of the burn. It 
also has the added danger of stopping the 
10rmal growth of the bones beneath (Figs. 
> and 8). 

The treatment of moles depends on their 
type and behavior. Most persons have 
many moles and it would be impossible to 
remove all of them; therefore, one treats 
only those which may become malignant. 
Moles can be classified roughly as flat, i.e., 
even with the surface of the skin, and 
raised, i.e., above the level of the skin. 
The flat moles are the more dangerous, 
especially if they are deeply pigmented 
and have indefinite outlines. Deep blue 
moles that look like tattoo marks should be 
excised, never treated with irradiation or 
desiccation. Any treatment that does not 
insure complete removal may result in dis- 
aster. If there has been a tendency to 


Fig. 4.—A, extensive radium treatment of a mole, 
resulting in extensive ulceration. A flap was 
raised on the forehead in preparation for removal 
of the lesion. The excised lesion revealed no sar- 
coma, but carcinoma was present. B, area excised 
and covered with a flap from the forehead. Area 
on the forehead covered with a full thickness skin 


graft. 
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Fig. 5.—A, patient who had a small basal cell 
carcinoma near the tip of the nose. Multiple 
roentgen treatments over two years apparently 
stimulated the growth of the malignant tumor. 
The cartilaginous portion of the nose was then 
removed and the patient returned for reconstruc- 
tion. B, view after further excision indicated by 
biopsy which revealed that the tumor had not 
been completely excised, so that without further 
excision the reconstruction could not be started. 
The disease extended further and at present in- 
volves more of the face, invading the antrum and 
the areas beneath the eye. Reconstruction is im- 
possible; the lesion is beyond repair. 


growth or increase in size, a wide area 
should be removed with the mole (Fig. 4). 


Raised moles may be pigmented to vari- 
ous shades of brown or may be as clear as 
the surrounding skin. Moles in areas where 
shaving, combs or haircutting may cause 
trauma can be removed by desiccation. 
Should there be a history of weeping, deep 
pigmentation or increased growth, the 
mole should be excised with a good mar- 
gin. Pathologic examination will deter- 
mine whether malignant change has taken 
place. 


Hairy moles rarely tend to be malignant. 
These can be desiccated, but the deep- 
seated hairs will tend to reappear. Sur- 
gical removal gives a more satisfactory 
cosmetic result. If one is reasonably sure 
that the mole is benign, the desiccation 
should not be too intense, lest a white pock 
mark be left. The patient can return in 
three weeks for further treatment if all 
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Fig. 6.—A, basal cell epithelioma treated with 

radium, which caused a burn of the skin and no 

improvement in the lesion. B, area excised and 
covered with a split thickness skin graft. 


Fig. 7.—A, severe infection over the bridge of 
the nose, resulting from prolonged roentgen treat- 
ment of a basal cell epithelioma. B, flap raised 
on forehead. Nose treated and infection cleared. 
Note basal cell erosion over the bridge of the 
nose and destruction of the nasal tip. C and D, 
flap inserted into area — lesion had been ex- 
cised. 


of the mole has not been removed. This 
method offers satisfactory end results, 
leaving little or no noticeable scarring. 
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Small growths appearing in the upper 
portion of the face may look like moles. 
having the same color as the skin. These 
usually have small crater surfaces, anc 
there is a history of-some weeping. These 
growths invariably are basal cell tumors. 
Roentgen treatment can be used, but ii 
there is not a definite improvement after 
two or three treatments excision is advis- 
able. Some of these growths seem to be 
irritated by irradiation and tend to grow 
rapidly (Fig. 5). Patients with these le- 
sions should be warned against exposure 
to the sun, which may be an irritating fac- 
tor. More than one lesion may be present 
at the same time; multiplicity, therefore, 
does not eliminate the possibility of ma- 
lignant change. Biopsy, in my opinion, is 
unnecessary. If a biopsy is to be done, ex- 
cision seems to be the rational procedure. 
Excision need not be extremely radical. 
A recurrence is not disastrous, and fur- 
ther excision will suffice to cure the pa- 
tient (Fig. 6). 

The early squamous cell carcinoma 
(Fig. 7) usually appears as an ulcer that 
does not tend to heal and gradually in- 
creases in size. Most frequently observed 
on the lower lip, it should be promptly 
treated. Excision with a good margin is 
the most desirable treatment. Radical pro- 
cedures need not be done unless there is 
involvement of the lymph glands or inva- 
sion of the bone. The prognosis is so poor 
in such cases that one should consider the 
problem conservatively. A recurrence, or 
later involvement of the lymph glands, will 
justify radical treatment. 

When radical treatment is necessary, 
reconstruction should be carried out in the 
simplest possible form. Closure of the skin 
and maintenance of occlusion with den- 
tures or wires is desirable. An extensive 
reconstruction is not indicated until one 
is reasonably sure that there will not be a 
recurrence or metastasis into various or- 
gans. 
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SUMMARY 


The public has become cancer-conscious, 
so that many more patients come for ad- 
vice concerning various growths. The 
nost frequent growth seen in children is 
hemangioma. The depth of the tumor in 
he skin and the rate of its growth will 
ielp to determine the time of treatment. 
Roentgen or radium treatment should be 
ised carefully. These methods can be used 
‘or superficial hemangiomas with satis- 
‘actory results but the deeper tumors can 
be eradicated in this manner only with 
great danger of causing burns. These can 
pecome malignant and must be treated as 
possible malignant conditions. The most 
satisfactory treatment, in the author’s 
opinion, is excision of the lesion if neces- 
sary. 

Moles can be considered for removal if 
they change in size, take on color or tend to 
weep. Moles in areas where there is dan- 
ger of trauma from belts, straps and the 
like should be removed. Raised, lightly 
pigmented moles can be removed by de- 
siccation. Deeply pigmented flat moles 
should be excised if they appear to be ac- 
tive in any way. Deep blue flat moles with 
indefinite outlines should always be ex- 
cised promptly. 

Basal cell growths, which appear usual- 
ly as lightly pigmented raised moles with 
small ulcerated or indented tops can be 
treated by irradiation if one so desires. If 
the tumor does not respond after two or 
three treatments, however, it should be ex- 
cised. Frequently this type of growth is 
stimulated by irradiation, and a serious 
situation may result. A diagnostic biopsy 
specimen may be used for tabulating end 
results, but it seems unnecessary; the 
growth should be excised completely. 

Squamous cell growth should be excised 
with a good margin, and the involvement 
of glands will determine whether a radi- 
cal operation is necessary. 

Reconstruction of any extent should not 
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be carried out until sufficient time has 
elapsed to determine whether there will be 
recurrence and/or metastasis. 

When a patient has any type of malig- 
nant growth, he should be instructed 
about exposure to wind and sun. Because 
the tendency to malignant growth is pres- 
ent, he should be instructed to consult a 
physician at intervals, especially if any 
growth appears or there is any tendency 
for moles to become active. 


ZUSAM MENFASSUNG 


Das Erwecken der Aufmerksamkeit der 
Offentlichkeit in Bezug auf das Krebs- 
problem hat dazu gefiihrt, dass eine 
erheblich gréssere Anzahl von Kranken 
arztlichen Rat wegen verschiedener Ge- 
schwiilste sucht. Bei Kindern stellt das 
Haemangiom die am haufigsten beobach- 
tete Geschwulst dar. Die Tiefenausdeh- 
nung der Geschwulst in der Haut und die 
Wachstumsgeschwindigkeit spielen bei 
der Bestimmung des Zeitpunktes der Be- 
handlung eine Rolle. Réntgen- und Radi- 
umbestrahlungen sind mit Vorsicht anzu- 
wenden. Diese Verfahren ergeben bei 
oberflachlichen Haemangiomen_befriedi- 
gende Resultate. Tiefer liegende Ge- 
schwiilste lassen sich jedoch auf diese 
Weise nicht ohne grosse Gefahr von Ver- 
brennungen ausrotten. Solche Schiadig- 
ungen kénnen bésartig werden und miis- 
sen als potentiell maligne Erkrankungen 
behandelt werden. Die am meisten be- 
friedigende Behandlung besteht nach An- 
sicht des Verfassers in der Resektion des 
Krankheitsherdes, wenn notwendig. 

Naevi kommen fiir chirurgische Entfer- 
nung in Betracht, wenn sie an Grosse 
zunehmen, Farbverainderungen aufweisen 
oder zu nissen anfangen. Muttermale in 
Kérpergegenden, die der Gefahr von Ver- 
letzungen durch Giirtel, Bander und ahnli- 
ches ausgesetzt sind, sollten entfernt wer- 
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den. Erhabene leicht pigmentierte Naevi 
kénnen mit Austrocknungsverfahren be- 
seitigt werden, Stark pigmentierte flache 
Muttermale sollten reseziert werden, wenn 
sie irgendwelche Zeichen der Aktivitat 
aufweisen. Dunkelblaue flache Naevi mit 
unscharfer Begrenzung sollten in jedem 
Fall sofort durch Exzision beseitigt wer- 
den. 

Basalzellengeschwiilste, die sich ge- 
wohnlich als leicht pigmentierte erhabene 
Naevi mit kleinen oberflichlichen Ge- 
schwiiren oder Eindellungen darstellen, 
kénnen nach Belieben mit Bestrahlungen 
behandelt werden. Spricht jedoch die Ge- 
schwulst auf zwei oder drei Behandlungen 
nicht an, so sollte sie reseziert werden. 
Diese Geschwulstform wird oft durch Be- 
strahlungen stimuliert, woraus sich ernste 
Folgezustaénde ergeben kénnen. Zur Fest- 
stellung der Endergebnisse kann man eine 
Probeexzision vornehmen, was allerdings 
iiberfliissig erscheint. Die Geschwulst soll- 
te im ganzen entfernt werden. 


Schuppenzellgeschwiilste sollten mit ein- 
em reichlichen Rande im gesunden Ge- 
webe reseziert werden. Ob eine radikale 
Operation nétig ist, hangt von der Be- 
teiligung der Lymphknoten ab. 

Die Ausfiihrung plastischer Wiederher- 
stellungsoperationen in nennenswertem 
Umfang sollte aufgeschoben werden, bis 
geniigend Zeit verstrichen ist, um festzu- 
stellen, dass man vor Riickfallen oder Me- 
tastasierungen sicher ist. 


Kranke mit einer bésartigen Geschwulst 
irgendwelcher Art im Gesicht miissen da- 
vor gewarnt werden, ihre Haut dem Wind 
und der Sonne auszusetzen, und darauf 
aufmerksam gemacht werden, dass sie 
eine Neigung zur Entwicklung bésartiger 
Geschwiilste besitzen, die eine arztliche 
Untersuchung in gewissen Zeitabstinden 
erforderlich macht, besonders wenn neue 
Geschwiilste auftreten oder bei schon be- 
stehenden Muttermalen sich Zeichen von 
Aktivitat bemerkbar machen. 
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RIASSUNTO . 


Il maggior livello culturale del pubblico 
ha fatto aumentare il numero dei pazienti 
che si rivolgono al -medico col dubbio di 
avere un tumore. La neoplasia piu fre- 
quente nei bambini é l’emangioma. L’in- 
dicazione alla sua cura dipende dal suo 
sviluppo e dalla sua estensione La Roeng- 
ten e la Radium terapia devono essere im- 
piegate con grande prudenza; infatti con- 
sentono di ottenere soddisfacenti risultati 
nelle lesioni superficiali, mentre possono 
determinare gravi ustioni nel tentativo di 
distruggere emangiomi profondi. Vi é in- 
oltre il pericolo che queste lesioni possano 
diventare maligne e il miglior metodo di 
cura, secondo |’Autore, é l’asportazione 
chirurgica. Per quanto si riferisce ai nei, 
l’asportazione deve essere presa in esame 
quando essi tendono a crescere, a mutare 
colore o a divenire secernenti, 0 anche 
quando si trovano in regioni esposte a 
traumi per la presenza di cinture o simili. 
I nei sporgenti e poco pigmentati possono 
essere cauterizzati; quelli piatti molto 
pigmentati devono essere asportati chi- 
rurgicamente al primo segno di attivita; 
quelli piani di colorito bli intenso con con- 
torni sfumati devono essere tolti pronta- 
mente. Le neoplasia basocellulari, che di 
solito si mostrano come nei sporgenti, poco 
pigmentati e con piccole ulcere alla som- 
mita possono essere irradiati, ma se non 
rispondono dopo 2 0 8 applicazioni, si de- 
vono asportare anche perché questi tumori 
spesso vengono stimolati dai raggi e pos- 
sono portare gravi conseguenze. L’aspor- 
tazione deve essere completa. I tumori a 
ce lule pavimentose devono essere aspor- 
tati assieme ad una parte di tessuto sano 
e con le linfoghiandole, se sono invase, La 
successione plastica non deve essere fatta 
fino a che non sia trascorso un periodo di 
tempo sufficiente a garantire dalla eventu- 
ale recidiva 0 metastasi. Qualunque sia il 
tipo di tumore maligno, il paziente deve 
essere informato sui pericoli dell’espozi- 
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-jone al vento e al sole e deve essere invi- 
‘ato a presentarsi a periodiche visite di 
ontrollo. 


RESUMEN 


El] publico se ha vuelto mas conciente 
lel cancer y muchos pacientes recurren 
.] médico buscando consejo en relacién con 
liversas tumoraciones. La _ tumoracién 
mas frecuente vista en los nifios es el 
hemangioma; su profundidad en la piel 
yv el grado de crecimiento ayuda a determi- 
nar el tiempo de tratamiento. Los trata- 
mientos roentgen y radioterapicos deben 
usarse cuidadosamente, pudiendo ser usa- 
dos para hemangiomas superficiales con 
resultados satisfactorios. Sin embargo, los 
turmores mas profundos no pueden erra- 
dicarse de esta manera sino con gran 
peligro de producir quemaduras. Estos 
hemangiomas pueden volverse malignos y 
deben tratarse como posibles padecimien- 
tos malignos. Segtin la opinién del autor 
el tratamiento mas satisfactorio es la ex- 
tirpacién de las lesién si es necesario. 

Las molas pueden considerarse para 
extirpacién si cambian de tamajio color o 
tienden chorrear. Las molas en 4reas con 
peligros de traumatismo a partir de cin- 
turones o tirantes, etc., deben extirparse. 
Las molas salientes ligeramente pigmen- 
tadas pueden extirparse por desecacién. 
Las molas planas profundamente pigmen- 
tadas deben extirparse si manifiestan 
actividad en cualquier sentido. Las planas, 
azules con limites indefinidos siempre de- 
ben extirparse precozmente. 

Los crecimientos basocelulares que apa- 
recen usualmente como molas pigmenta- 
das y salientes y con puntas ligeramente 
ulceradas, pueden tratarse por irradiacién 
si se desea. Si el tumor no responde después 
de dos o tres tratamientos debe extirparse. 
Frecuentemente este tipo de crecimientos 
se encuentra estimulado por irradiacién 
y puede resultar una situacién grave. La 
biopsia diagnéstica puede usarse para es- 
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timar los resultados, pero parece ser in- 
necesaria; el crecimiento debe extirparse 
completamente. 

Los crecimientos espinocelulares deben 
extirparse con un buen margen, determi- 
nando la complicacién de los ganglios la 
necesidad de una operacion radical. 

La reconstruccién no debe realizarse 
sino después de cierto tiempo que deter- 
mine si habra recurrencia y/o metastasis. 

El paciente con cualquier tipo de creci- 
miento maligno debe instruirse a cerca de 
la exposicién al aire y al sol. A causa de 
tendencia hacia la malignidad debe ins- 
truirse al paciente a consultar un médico 
a intervalos, especialmente si aparece cual- 
quier crecimiento 0 existe tendencia de las 
molas a hacerse activas. 


RESUME 


Le public étant plus instruit sur le can- 
cer, les patients consultent plus facilement 
un médecin pour une tumeur quelconque. 
La plus fréquente chez |’enfant est l’hé- 
mangiome. La profondeur de la tumeur 
sous la peau et le degré de sa croissance 
aideront a déterminer le moment du trai- 
tement. La roentgenthérapie et le radium 
devront étre utilisés avec prudence. Ces 
méthodes peuvent donner des résultats 
satisfaisants dans les hémangiomes super- 
ficiels, mais pour les tumeurs profondes, il 
existe un danger de brilures et de trans- 
formations malignes. Dans ces cas le 
meilleur traitement, selon l’auteur, est 
l’excision de la lésion, 

Les naevi qui se colorent, suintent, 
augmentent de volume et situés dans une 
zone soumise a des traumatismes (cein- 
ture, boucle, etc.) doivent étre extirpés. 
Il en est de méme des naevi plats profon- 
dément pigmentés ou bleu foncé qui mon- 
trent une activité quelconque. 

Les tumeurs 4a cellules basales, 4 sur- 
face ulcérée ou bosselée, qui ont en génér- 
al l’apparence de naevi légérement pig- 
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mentés, peuvent étre traitées par l’irradi- 
ation. Mais si la tumeur ne réagit pas 
aprés deux ou trois séances, elle devra 
étre excisée, car elle risque de devenir 
maligne. 

Quant aux grosseurs cellulaires squa- 
meuses, elles devront étre excisées large- 
ment jusqu’en tissu sain. 

Les plastiques, quelle que soit leur éten- 
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due, ne devront pas étre pratiquées avan’ 
qu’il soit possible d’éliminer avec certitud. 
la possibilité d’une récidive. 

Tout patient atteint d’une tumeur doi’ 
savoir qu’il faut éviter de l’exposer au 
vent et au soleil, et qu’il est nécessaire de 
consulter réguliérement un médecin, afin 
que celui-ci puisse diagnostiquer éventuel- 
lement une dégénérescence maligne. 


In everyday life we assume that the people around us are experiencing 
feelings and acting purposefully because this is usually true of ourselves. 
This assumption is near enough to the truth to serve fairly well in dealing 
with our fellow-men. We can adjust our actions to those of others better 
by inferring their emotions and purposes than by mere observation of their 


objective behavior. If a rolling stone approaches us we observe its direc- 
tion of motion and get out of its path; but if a person moves toward us we 
infer from objective signs whether his purpose is to greet us or attack us, 
and act accordingly. We can thus adjust quickly and fittingly to actions 
of companions on the basis of inferred subjective states better than by 
observing and acting on objective facts only. 


The same is true in dealing with all animals of the higher type. We 
deal with them as if they were animated by purposes, and not as we do 
with non-living objects and machines. The actions of men and animals 
may be mechanically determined, but under ordinary circumstances we 
can adjust to them more successfully by supposing them to be animated 
by purpose than by any knowledge we have or can gain of their usual 
organic mechanisms. Man always has made and probably always will 
thus make use of inferred knowledge of subjective states in reacting to his 
fellow-men. 


—Kirk patrick 
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The Pelvic Blood Vessels in 


Gynecologic Surgery 


EDWIN M. ROBERTSON, M.B., Ch.B., F.R.C.S. (Edin.), 


*N the recent extension of surgical opera- 
tions in the treatment of pelvic disease 
(as no doubt in the treatment of dis- 

ase in other parts of the body), it seems 

‘hat, although there is now more blood 

available, the blood vessels are fewer or 

less able to carry it. 

For the most part, gynecologic opera- 
tions are performed on the pelvic viscera, 
namely, the ovary, uterus, tube, vagina 
and vulva, upon which the survival of the 
patient does not immediately depend. But 
with the introduction of extensive extir- 
pation of organs and tissue masses in 
cases of invasive and spreading cancer the 
scope of the procedures involves the ure- 
ter, the bladder, the bowel and the large 
pelvic blood vessels—which, incidentally, 
means also the lower limbs. 

The pelvic genital organs have peculiar 
advantages, with respect to their blood 
vessels, over many other parts, in that 
they are centrally placed and all have a 
bilateral blood supply. This can be said, 
too, of the bladder and to a certain extent 
of the rectum. The difficulties of vascular 
deficiency, therefore, hardly arise in op- 
erations upon the genital organs alone. 
They become a matter of vital importance, 
however, in operations involving the struc- 
tures on the lateral pelvic wall, namely, 
the blood vessels supplying the bladder, 
the bowel, the ureter and, last but not 


*Professor of Obstetrics and Gynecology, Queen’s Univer- 
sity, Kingston, Ontario. 

Read at the Nineteenth Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, Chicago, Sept. 6-10, 1954. 

Submitted for publication Dec. 21, 1954. 


F.R.C.S. (Can.), F.R.C.0.G.* 
KINGSTON, ONTARIO 


least, the leg. The fact is that in operating 
on cancerous growths in the pelvis, be 
they primary or secondary, the surgeon 
must face the possibility of devasculariza- 
tion accidents to the ureter, bladder, 
bowel and leg and be ready to treat them. 
Should he deem a condition inoperable and 
close the abdomen if he finds a mass of 
malignant nodes or tissue adherent to the 
large vessels? Should he go on and at- 
tempt to remove the mass and risk an in- 
jury to the vessels? These must be, and 
are, questions constantly before the gyne- 
cologist. 

Te Linde’ has warned that “the chances 
of removing all cancer cells after they 
have extended extensively into pelvic 
lymphatics are slight. The location of 
lymph nodes in close proximity to the 
great vessels makes it extremely difficult 
to remove them in toto and leave the walls 
of the great vessels intact.” 

Javert,? however, has noted that pelvic 
lymph node metastases occur in much 
greater frequency (28 per cent) than does 
adnexal spread (10 to 12 per cent). Yet 
what gynecologist, he asked, “fails to re- 
move the adnexae when operating for en- 
dometrial cancer?” He then proceeded to 
advise complete pelvic lymphadanectomy. 
It seems that that principle of radical sur- 
gery should apply to the treatment of 
cancer of the vulva, the ovaries and, in 
some circumstances, of the cervix. 

Brunschwig,’ in the course of describ- 
ing his operative procedures for cancer of 
the cervix, advised that “attention is now 
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directed to the hypogastric artery which 
is isolated, divided and ligated.” And 
further, in recounting operative complica- 
tions, he mentioned that “the large vessels 
which are most likely to be inadvertently 
entered are: (a) hypogastric veins, (b) 
external iliac vein, (c) terminal portion 
of the vena cava, (d) large gluteal veins, 
(e) veins about the sciatic nerve, (f) 
veins perforating the anterior sacral fo- 
ramina, (g) external iliac artery.” Kelso,* 
in the same connection, recorded an ac- 
cident in which “apparently due to the 
use of an improvised retractor, the right 
common iliac artery was completely sev- 
ered as it bifurcated into internal and ex- 
ternal branches.” 

In discussing lymphadanectomy in the 
surgical treatment of cancer of the cervix, 
in particular favor of which this paper 
is not written, Peterson and Hornbrook® 
said, “It is most important to strip every 
vessel down to the bare muscular wall and 
to remove completely all fatty and areolar 
tissue in the pelvis above the levator 
muscles, laying bare the veins and muscles 
of the bladder, the muscles of the rectum, 
the ureters, and the psoas muscles. This 
makes the procedure a tedious one, more 
liable to blood vessel hazards and more 
liable to urinary complications. However, 
it is felt by these authors that it must be 
done to accomplish the purpose for which 
the surgery is done; namely, removal of 
the lymphatics which may contain car- 
cinoma cells as evidenced by this series.” 
In referring to vascular complications, 
they suggested that ‘material should be 
available for arterial, bowel, bladder and 
ureteric repairs,” and they mentioned 3 
vascular injuries; namely, opening of the 
external iliac artery, opening of both com- 
mon iliac veins and opening of one com- 
mon iliac vein. 

Because cancer is generally a “disease 
of later life,” cardiovascular disease may 
add greatly to these dangers of radical 
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pelvic operations and, obviously, espe- 
cially so if there has to be much handling 
and disturbance of the large arteries, with 
consequent thrombosis or embolism and a 
call for collateral circulation. 


Recounting the surgical history of 2 
cases of pelvic malignant disease wil! 
serve to illustrate the situation I have in 
mind, in which dissection round the large 
vessels on the side walls of the pelvis was 
undertaken. 


REPORT OF CASES 


CASE 1.—Mrs. C. W., 62 years of age, en- 
tered the hospital complaining of a tumor in 
the right lower quadrant of the abdomen. Her 
previous health had been good except for an 
illness three years earlier when she had un- 
dergone a total hysterectomy in another town 
for adenocarcinoma of the endometrium. The 
right ovary and tube were not excised at that 
time, and the reason for such limitation of 
the operation could not be ascertained. The 
“tumor” of which she was now complaining 
visibly bulged the abdominal wall in the right 
lower quadrant; two likely diagnoses were 
malignant ovarian tumor and recurrent ade- 
nocarcinoma. The latter proved to be the cor- 
rect one, and the mass was excised in the 
course of a right transperitoneal pelvic lymph- 
adanectomy. The malignant tissue was dense- 
ly adherent to, covered and encircled the whole 
length of the external iliac vessels, the hypo- 
gastric artery and its anterior branches and 
also the obturator nerve. The operation was 
performed with the patient under spinal anes- 
thesia and occupied one hour and forty-five 
minutes. The manipulation of the vessels in 
dissection of the tumor mass produced ex- 
treme spasm of the external iliac artery and 
vein. The vessels were not obviously contused. 
There was very little bleeding, and the anes- 
thetist recorded no significant drop in blood 
pressure. Just before the parietal peritoneum 
was closed the artery was still in tight spasm. 
Three hours after the operation the patient 
was complaining of pain in the right calf. The 
nonsuccess of an attempted sympathetic block 
to bring relief from pain and restore the pop- 
liteal pulse led to lumbar sympathectomy and 
later popliteal exploration. These procedures 
were also unsuccessful in reestablishing the 
circulation in the leg and eventually a mid- 
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‘high amputation was necessary. No roent- 
venograms of the blood vessels in the ampu- 
-ated limb were taken, but the pathologist 
eported that the popliteal artery showed 
hickened walls and marked atheroma. Sub- 
equently there was a recurrence of the growth 
t the brim of the pelvis on the right side, 
hich this time obstructed the ureter. No 
ttempt was made to excise this growth, but 
he kidney was removed to relieve the patient 
f the severe symptoms of pyelonephritis. 


At the time of the lymphadanectomy, ex- 
ept for the massive secondary growth in the 
liaec and hypogastric lymph nodes, no other 
netastatic tumor was seen. In spite of the 
xtensive involvement of the large vessels, the 
umor apparently did not invade the walls of 
he artery or vein, and therefore an intra- 
.rterial growth as a possible nidus for the 
ormation of a thrombus and embolus was 
onsidered unlikely. Damage of the intima 
during the operation is a more likely explana- 
tion of the accident, but it cannot be denied 
that the severe and unduly prolonged spasm 
of the iliac artery may have caused such slow- 
ing of the blood stream as to allow clotting of 
blood in the diseased arteries distal to the 
spasm and plugging of the main stems. 


CASE 2.—Mrs. J. M., at the age of 51 years, 
had squamous epithelioma of the cervix, Stage 
I. She refused treatment by roentgen rays 
and radium because, as she put it, she had al- 
ready been given radium therapy for postmen- 
opausal bleeding and in spite of it had ‘“devel- 
oped cancer.” She was considered a poor risk 
for extensive operation, on account of chronic 
cardiovascular renal disease, and therefore 
total hysterectomy was performed. No en- 
larged nodes were noticed. The patient re- 
mained well for two years, but at a routine 
examination at the end of that time a hard 
mass was discovered, fixed to the right side of 
the pelvis. There were no other signs of can- 
cer. Bilateral lymphadanectomy was _per- 
formed with the patient under spinal anesthe- 
sia. The large vessels were exposed from the 
bifurcation of the aorta to the inguinal liga- 
ments on each side. The nodes on the right 
side happened to be larger than those of the 
left, but malignant tissue was observed on 
both sides in the hypogastric nodes. It was 
these nodes particularly that were densely 
adherent; indeed, fixed quite solidly to the 
hypogastric arteries and the nearby external 
iliac artery and vein and obturator nerve. 
These nodes had to be painstakingly cut rather 
than dissected bluntly from the vessel walls 
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and nerves. The veins and arteries submitted 
to much handling and dissection shrank down 
to hard white cords like butcher’s string. In 
this case the spasm did not last too long, and 
the blood supply to the legs was not danger- 
ously obstructed in spite of the patient’s poor 
vascular system and the absence of any spe- 
cial attempt to avoid such a catastrophe. 

Fourteen months after the lymphadanec- 
tomy this patient was readmitted to the hos- 
pital with gastric obstruction. This was 
caused by a metastatic retroperitoneal tumor 
encroaching on and crushing the duodenum. 
Surgical treatment was limited to posterior 
gastroenterostomy, from which the patient 
made a good immediate recovery. She died 
nine months later, four years after the orig- 
inal operation, and the death certificate indi- 
cated bronchopneumonia and pulmonary me- 
tastases. 

For the moment all the details of these 
cases are not so important as the fact that, 
in 1 of 2 quite comparable cases, in both 
of which there was extensive dissection 
around the iliac vessels, acute arterial oc- 
clusion took place. The utter novelty of 
this serious complication of a gynecologic 
operation prompted the writing of this 
paper, 

Extensive Pelvic Operations.—In many 
common major gynecologic operations a 
large vessel may be, but happily rarely is, 
accidentally opened, torn or otherwise 
damaged, so that to a limited extent the 
management of simple but perhaps vital 
vascular accidents is constantly before the 
surgeon. The vascular complications to 
which I have already referred, however, 
are more likely to be produced in the 
course of operations designed to eradicate 
malignant disease of the pelvic organs and 
the associated lymph nodes. In cases of 
cancer of the vulva, the inguinal and pelvic 
lymph nodes may be invaded and infected 
and doubly adherent, so to speak, to 
surrounding tissues and vessels. Pelvic 
lymphadanectomy may be part of the sur- 
gical treatment of cancer of the cervix 
and uterus. Sometimes it is employed as 
a secondary part of combined irradia- 
tion and surgical treatment schemes. Less 
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commonly, and certainly with greater 
hazard, radical excision of the pelvic or- 
gans and lymph nodes is a relief measure 
in cases of recurring or persisting cancer 
and also in cases of postradiation necrosis. 


The surgical treatment of malignant 
disease of the ovaries is often summarized 
in these words: remove as much as pos- 
sible. No doubt it depends on the judg- 
ment and operating skill of the surgeon 
as to what that means in terms of the ex- 
tent of dissection performed and the 
amount of tissue removed from the side 
walls of the pelvis. In cases of cancer of 
the bowel with peritoneal and pelvic sec- 
ondary growths often adherent to or grow- 
ing in pelvic organs and lymph nodes, the 
dangers inherent in dissecting the large 
blood vessels must be assumed if any at- 
tempt is made to excise malignant tissues 
completely. 


Vascular Accidents.—In general, the 
problems of vascular accidents and dis- 
orders as the gynecologist encounters 
them are centered around thrombosis of 
veins and arteries; vasospasm resulting 
from thrombosis and operative trauma 
with local segmental spasm; accidental 
tearing or cutting and, finally, the attack 
on blood vessels made by spreading ma- 
lignant disease. 


In particular, the gynecologist has to 
consider, sooner or later, such immediate 
surgical problems as the temporary con- 
trol of the blood flow in a large artery or 
vein while he performs a repair in the 
wall of the vessel or decides to ligate it. 
In the case of the large artery that has 
to be ligated there arises at once the ques- 
tion of whether the accompanying vein 
should be occluded too, It seems that con- 
comitant ligation of the vein is not neces- 
sary. Autogenous vein grafts or homol- 
ogous grafts from a blood vessel bank, 
or some other form of prosthesis, should 
be available at least in the large surgical 
centers, so that the surgical treatment of 
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malignant conditions may not be limite | 
by the want of such adjuncts to treatmer . 
when the replacement of vital blood vess: | 
tissue is indicated. If it is, on the othe: 
hand, a vein that has to be ligated as th» 
result of cutting or tearing in the course 
of treating thrombo-embolism and multi- 
ple infarction, then, quite apart from 
considerations of choosing the best site 
for control of emboli from one or both 
lower limbs, special thought should be 
given to devising collateral circulation. 
Indeed, whether it is a large vein or an 
artery that has to be ligated or excised 
or a large vessel that has shut down in 
extreme spasm or has become otherwise 
occluded, anxiety always arises about es- 
tablishing an adequate collateral circula- 
tion and maintaining it. 

Because acute vasospasm may be the 
ultimate cause of thrombosis and the de- 
velopment of emboli, anticoagulants may 
be employed to tide the patient over a 
very critical period. The risk of using the 
anticoagulants after an extensive pelvic 
operation and causing internal hemor- 
rhage must be calculated against the pos- 
sibility of further embolic obstruction of 
a major blood vessel and its serious con- 
sequences. 


Vasospasm accompanies thrombosis to 
a greater or lesser degree and also quickly 
develops in its worst forms in vessels sub- 
jected to much mechanical stimulation 
and trauma.* The spasm of the vessel or 
vessels may spread widely and affect large 
areas, and it may last for hours 0: 
days. A differential diagnosis betweer 
spasm and organic obstruction may have 
to be made if delay in establishing thc 
proper treatment is not to prejudice the 
therapeutic outcome. Clinical plethysmo- 
graphic and arteriographic studies could 
with great advantage, be made availabl« 
to the investigators of these vascular dis 
orders. 
The treatment of vasospasm may take 
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the form of sympathetic procaine block or 
section of the sympathetic nerves at the 
level of the paravertebral chain. Other 
doubtfully effective methods employed to 
abolish vasospasm are remote limb-heat- 
ing, local heat and the administration of 
certain sympathicolytic drugs such as 
Priscoline, Dibenamine and _tetra-ethyl 
ammonium chloride. The widespread ac- 
tion of these drugs on the entire sympa- 
thetic system constitutes a certain but un- 
avoidable disadvantage, especially when 
the vasospasm or other obstruction is 
more or less localized. The drugs cause 
generalized vasodilatation, and the re- 
sponse is most marked in the nonpatho- 
logic areas, with consequent relative de- 
crease in the blood supply to the sections 
most in need of improvement. Recently, 
Kinmonth’ has shown that papaverine sul- 
fate, in 2.5 per cent solution, when applied 
directly to the spastic segment of the 
vessel, relaxes the spasm rapidly and rela- 
tively permanently. I have not found this 
to be the case in pelvic operations. 

An adequate blood volume is, of course, 
necessary to maintain normal circulation, 
and a plethora is accompanied in dilated 
vessels. On the other hand, marked re- 
duction in blood volume may lead to a gen- 
eral constriction that must add consider- 
ably to the difficulties of the situation if 
not immediately corrected. 

As was pointed out by Quiring® in his 
magnificent treatise on collateral circu- 
lation, all the large arteries and veins in 
and around the pelvis and thigh have rep- 
resentative collateral channels in case of 
obstruction, and some of these are very 
devious. The vessels of the centrally 
placed pelvic organs form a very impor- 
tant secondary link in the chain of supply 
or drainage. Should the main vessel to the 
leg be obstructed, the crossover, so to 
speak, may be most important in a new 
anastomozing system of collateral chan- 
nels to and from the thigh. 
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It is now evident, even if it was not 
always so, that modern, radical pelvic op- 
eration for malignant disease not only in- 
volves the main blood supply to the legs 
on one or both sides of the pelvis in haz- 
ardous manipulations but removes, to a 
great extent, the large emergency anasto- 
motic vascular bed in the center of the 
pelvis, without which a collateral blood 
supply between one side and the other 
cannot be confidently established. It must 
be pointed out, however, that the blood 
circulation in and around the pelvis and 
thighs does not wholly depend on these 
pelvic vessels; to a certain extent it may 
be built up through many superficial 
parietal vessels—the arteries and veins in 
the pelvic girdle and backbone and the 
vascular channels of the bowel—and the 
better so if there is no cardiovascular dis- 
ease with thickening and inelasticity of 
the vessels. 

If, then, the very operation that di- 
minishes the chances of collateral circu- 
lation also may be complicated by damage 
to, or actual destruction of, a part of a 
main vessel to the leg, the responsible 
gynecologist must consider these potential 
dangers and stop before they are precipi- 
tated or make provision for their circum- 
vention or treatment. It is easy to be wise 
after the event, and this may be a policy 
of perfection; but if malignant tissue— 
and inflamed tissue and abscessed nodes— 
are adherent to, pressing upon and per- 
haps occluding the vessels, with dense ad- 
hesions complicating the issue, the gyne- 
cologist who deliberately sets about clean 
dissection must be prepared to “go the 
limit” and replace a section of, for ex- 
ample, the iliac artery. This attitude, 
though not yet always achieved, was well 
demonstrated by Hughes,® Jahnke and 
Seeley?® and Whitaker, Durden and Fer- 
guson,® who have described so well the 
modern treatment of acute vascular in- 
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juries and their repair or cure by graft- 
ing. 

The presence of spreading lethal cancer, 
however, may not be the only reason for 
going on with the operation. The pain and 
partial or complete muscular immobiliza- 
tion involved in chronic vascular obstruc- 
tion should be an added incentive to at- 
tempt removal of the growth. 

In conclusion, let me quote Osbert Sit- 
well and suggest that we further seek 
“the wisdom of the blood — that fragile 
scarlet tree we have within us.” 


SUMMARY AND CONCLUSIONS 


1. The scope of radical operation for 
pelvic cancer is shown to include the large 
blood vessels of the pelvis and the blood 
supply to the leg. 

2. For the sake of illustration, 2 cases 
are described in which dissection around 
the large blood vessels led to serious and 
surprisingly severe vasospasm, in 1 of the 
2 cases with eventual gangrene and am- 
putation of a leg. 

8. Vascular injuries in pelvic surgery 
and their complications and treatment are 
discussed. 

4. The possible effect of removing cer- 
tain pelvic organs and tissue on anasto- 
mozing systems and collateral channels 
around the pelvis and legs is described. 

5. It is suggested that pain in and about 
the pelvis and legs in patients with pelvic 
cancer may be due not only to pressure 
and invasion by malignant tissue but to 
chronic vascular obstruction. This may 
be an added reason for attacking malig- 
nant tissue attached to or pressing upon 
the pelvic blood vessels. 


ZUSAM MENFASSUNG 


1. Es wird auseinandergesetzt, dass der 
Rahmen einer radikalen Operation des 
Krebses des kleinen Beckens die grossen 
Blutgefaisse des Beckens und die Blutzu- 
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fuhr zum Beini einschliesst. 

2. Zur Erlauterung werden zwei Fall 
beschrieben, in denen die chirurgisch 
Praparierung in der. Umgebung der gross. 
en Blutgefasse zu ernsten und _ iiberra- 
schend heftigen Gefiaisskrampften fiihrte: 
in einem der beiden Fille kam es schliess- 
lich zur Gangrén und zur Amputation des 
Beines. 


3. Die bei der Beckenchirurgie vorkom- 
menden Gefassverletzungen, ihre Kompli- 
kationen und ihre Behandlung werden 
erortert. 

4. Die médglichen Einfliisse der Ent- 
fernung gewisser Organe und Gewebe des 
kleinen Beckens auf die anastomosieren- 
den Systeme und auf den Kollateralkreis- 
lauf im Gebiet des Beckens und der Beine 
werden beschrieben. 

5. Es wird der Gedanke ausgedriickt, 
dass Schmerzen im Gebiete des Beckens 
und der Beine bei Krebskranken nicht nur 
durch den Druck und das Eindringen des 
bésartigen Gewebes sondern auch durch 
chronischen Gefassverschluss entstehen 
kénnten. Darin wird ein zusatzlicher 
Grund zur Beseitigung des krebsigen Ge- 
webes gesehen, das den Blutgefiissen des 
Beckens anhaftet oder einen Druck auf 
sie ausiibt. 


RIASSUNTO 


1. Gli interventi radicali per i cancri 
della pelvi interessano anche i vasi pelvici 
e quelli degli arti inferiori. 

2. A titolo illustrativo vengono presen- 
tati 2 casi in cui la dissezione del tumore 
a ridosso dei vasi determind la comparsa 
di un grave vasospasmo, che, in uno, con- 
dusse fino alla gangrena e all’amputazi- 
one di un arto. 

_ 3. Vengono pertanto discusse le lesioni 
vascolari e le relative complicanze nella 
chirurgia pelvica. 

4. Vengono descritte le conseguenze 
dell’ablazione di organi e tessuti pelvici 
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sul cirecolo anastomotico e sui vasi col- 
‘aterali. 

5. Si prospetta l’ipotesi che certi dolori 
oelvici e degli arti inferiori, in pazienti 
on carcinoma del piccolo bacino, siano 
iovuti all’occlusione vascolare piuttosto 
‘he alla compressione e alla invasione da 
yarte del tumore. Questo puod essere un 
ilteriore incentivo alla rimozione di neo- 
plasmi aderenti o comprimenti i vasi 
velvici. 


RESUMEN 


1. Se muestra que la operacion radical 
del cancer pélvico debe incluir los grandes 
vasos de la pelvis y la vascularizacién de 
la pierna, 

2. Se describen dos casos ilustrativos, 
en los cuales, la diseccién de los grandes 
vasos dié lugar a espasmo marcado, en 
uno de los dos casos se produjo gangrena y 
amputacion de la pierna. 

3. Se discuten las lesiones vasculares de 
la cirugia pélvica, sus complicaciones y 
tratamiento. 

4. Se describen los posibles efectos de 
la extirpaciOn de ciertos érganos pélvicos 
sobre sistemas anastomosantes y conduc- 
tos colaterales de la pelvis y piernas. 

5. Se sugiere que el dolor pélvico y de 
las piernas en los pacientes con cancer se 
debe no tinicamente a la invasion por teji- 
do maligno, sino a la obstruccién vascular 
cronica. Esto debe sumarse como una 
razon para atacar tejido maligno adya- 
cente a los vasos pélvicos. 


RESUME 


1. Il est montré que le domaine de 
Yopération radicale du cancer pelvien 
comprend les gros vaisseaux sanguins du 
pelvis et l’apport sanguin de la jambe. 

2. A titre d’exemple, deux cas sont 
décrits ot la dissection autour des gros 
vaisseaux sanguins aboutit a un vaso- 
spasme sévére, grave et imprévu, avec 
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gangréne définitive et amputation d’une 
jambe dans un des deux cas. 

3. Les dégats vasculaires en chirurgie 
pelvienne, leurs complications et leur 
traitement sont discutés, 

4. L’effet possible de l’ablation de cer- 
tains organes pelviens et du tissu sur les 
systémes anastomotiques et canaux colla- 
téraux du pelvis et des jambes est décrit. 

5. Il est suggéré que la douleur de la 
région pelvienne et des jambes, chez des 
cancéreux, serait due non seulement a la 
pression et l’envahissement par le tissu 
malin, mais a |’obstruction vasculaire 
chronique. Se qui constituerait une raison 
supplémentaire d’attaquer le tissue malin 
qui adhére aux vaisseaux sanguins pel- 
viens ou les comprime. 


SUMARIO 


1. O campo da operacao radical para o 
cancer pélvico inclui os grandes vasos 
sanguineos da pelvis e a irrigagéo sangui- 
nea da perna. 

2. Para fins de ilustracéo dois casos sao 
descritos, nos quais a discussao en torno 
dos grandes vasos sanguineos levou a um 
espasmo vascular grave e surpreendente, 
e num désses casos com gangrena e am- 
putacao de uma perna, 

3. discutidas lesdes vasculares na 
cirurgia pélvica, suas complicagdées e tra- 
tamento. 

4. E descrito o possivel efeito da re- 
tirada de certos 6rgaos e tecidos pélvicos 
sobre os sistemas de anastomose e canais 
colaterais em torno da bacia e pernas. 

5. Sugere-se que a dor na bacia e per- 
nas nos pacientes com cancer pode ser 
devida nao apenas a pressao e invasao por 
tecido maligno como também a obstrugao 
vascular crénica. Esta pode ser mais uma 
razao para o ataque ao tecido maligno li- 
gado aos vasos sanguineos pélvicos ou 
fazendo pressao sébre os mesmos. 
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Philosophy is not a mere collection of noble sentiments. A deluge of 
such sentiments does more harm than good ... It is not—or, at least, 
should not be—a ferocious debate between irritable professors. It is a 
survey of possibilities and their comparison with actualities. In philospohy, 
the fact, the theory, the alternatives, and the ideal, are weighed together. 
Its gifts are insight and foresight, and a sense of the worth of life, in 
short, that sense of importance which nerves all civilized effort. Man- 
kind can flourish in the lower stages of life with merely barbaric flashes 
of thought. But when civilization culminates, the absence of a co-ordinat- 
ing philosophy of life, spread throughout the community, spells decadence, 
boredom, and the slackening of effort. 


Philosophy is the welding of imagination and common sense into a 
restraint upon specialists, and also into an enlargement of their imagina- 
tions. By providing the generic notions philosophy should make it easier 
to conceive the infinite variety of specific instances which rest unrealized 
in the womb of nature. 


—Whitehead 
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the Public Health Service, the National 
Cancer Institute initiated studies of 
morbidity from cancer in ten metropolitan 
areas in order to obtain information on 
the size and nature of the cancer problem 
in the United States. The areas selected 
for study were Chicago, Detroit, Philadel- 
phia, Pittsburgh, Atlanta, Birmingham, 
Dallas, New Orleans, Denver and San 
Francisco. The same areas were resur- 
veyed in 1948 to obtain current informa- 
tion and to determine what changes had 
taken place during the ten-year interval. 
Data were obtained on virtually all cancer 
patients treated or under observation for 
any malignant growth during 1937 and 
1947. Separate reports have been issued 
on each of the ten areas,? and a summary 
report is being prepared.’ 

The surveys indicate that in the United 
States cancer morbidity has increased even 
more than has cancer mortality. In 1947, 
among residents of the ten cities, the in- 
cidence of cancer was 30 per cent higher 
than in 1937, the prevalence rate 26 per 
cent higher and the mortality rate 19 per 
cent higher. After adjustments for the 
changed age composition of the popula- 
tion, the increases remain substantial; 3 
per cent for mortality, 10 per cent for 
prevalence and 14 per cent for incidence. 
The relatively small increase in mortality 
is somewhat encouraging. 


The surveys indicate also that the mag- 
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nitude of the cancer problem in the United 
States may be expected to continue to in- 
crease for years to come. Estimates of 
the number of cases of newly diagnosed 
cancer, cases under treatment, and deaths 
for 1950, and forecasts of these numbers 
for future years, 1955 to 1975, are pre- 
sented in Figure 1. Further estimates 
show that 1 out of 3 persons in the United 
States will have cancer in their lifetime. 
Probabilities for selected intervals of the 
life span are depicted in Figure 2. The 
magnitude of risks for old persons is most 
striking, One of 8 persons alive at the age 
of 65 may be expected to have cancer 
within ten years, and 1 of 4 may acquire 
it during the remaining lifetime. These 
figures point up the importance of phy- 
sicians’ being especially alert for symp- 
toms of cancer in elderly patients. 

While the incidence of cancer is essen- 
tially the same in the two sexes, there is 
a marked difference in the distribution of 
cancer by site of origin. The 1947 surveys 
show that in the female nearly one-half of 
all cancers originate in the reproductive 
organs (breast and genitals) and nearly 
one-fourth in the digestive system. In the 
male about one-eighth of all cancers origi- 
nate in the reproductive organs, but one- 
third start in the digestive system. Twelve 
per cent of cancers in male patients origi- 
nate in the respiratory system, but only 
3 per cent of cancers in female patients 
originate there. The buccal cavity is the 
primary site of 2 per cent of the cancers 
in the female and 6 per cent of those in 
the male. The skin is the site of 11 per 
cent of all cancers in the female, 15 per 
cent in the male. 
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For several site groups, the relation be- 
tween the changes in incidence and mor- 
tality rates from 1937 to 1947 suggests 
that progress has been made in the man- 
agement of cases of diagnosed cancer. The 
incidence of cancer of the female genitals 
in the ten metropolitan areas did not 
change, but the mortality due to this form 
of cancer declined 10 per cent. For both 
sexes, the incidence of cancer of the di- 
gestive system was unchanged, but the 
mortality went down 8 per cent. The 
incidence of cancer of the urinary organs 
increased 10 per cent, while its mortality 
rate declined 8 per cent. The incidence of 
cancer of the male genitals increased 16 
per cent; the mortality from cancer at 
this site declined 2 per cent. Cancer of 
the buccal cavity, for both sexes, showed 
an increase of 16 per cent in incidence 
and 2 per cent in mortality. 

Data collected in the ten metropolitan 
areas showed a decrease of 24 per cent in 
the incidence of cancer of the stomach. 
This decrease, however, may be more ap- 
parent than real. While the incidence of 
gastric cancer has decreased, the incidence 
of cancer of other parts of the digestive 
system has increased. Thus, an inter- 
change may have occurred in classifying 
cancers originating in the digestive sys- 
tem. 

In addition to information on the distri- 
bution of different forms of cancer in the 
population, the surveys provide evidence 
of improvement in medical care of persons 
with cancer. For the 10 areas combined, 
the number of cases of cancer reported 
by hospitals was 7 per cent greater in 
1947 than in 1937. Since medical facilities 
are generally more comprehensive in a 
hospital than in a physician’s office, the 
increase in cases reported by hospitals can 
be taken as one indication of improvement 
in the quality of medical care received by 
these patients. In 72 of every 100 cases 
of cancer discovered in the survey areas 
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during 1947, the diagnosis was confirme 
by microscopic examination of tissue 2 
compared to 61 of every 100 in 1937. Th 
increase of 18 per cent in the proportio: 
of microscopically confirmed diagnoses i: 
another indication of improvement in the 
medical care given to patients with cancer. 

One-half of all cancers develop in these 
sites, accessible to direct examination by 
the physician: the mouth and pharynx, the 
thyroid, the breast, the skin, the prostate, 
the uterus and the rectum. Yet surveys of 
the ten metropolitan areas in 1947 re- 
vealed that, excluding cancer of the skin, 
only 50 per cent of the cancers developing 
in accessible sites are discovered in an 
early stage. In view of the evident benefits 
of early diagnosis, this is an unfortunate 
showing. Follow-up data drawn from the 
cancer register maintained since 1935 by 
the Connecticut State Department of 
Health* show that 43 per cent of the per- 
sons whose cancers were diagnosed while 
localized lived for at least five years after 
the diagnosis, but only 3 per cent of those 
whose condition was diagnosed after re- 
gional involvement or remote metastases 
had occurred survived five years. 

The doctrine that early diagnosis offers 
the most hope for successful treatment has 
been the principal theme of the Govern- 
ment’s efforts to improve case-finding and 
the efforts of the American Cancer Society 
and cooperating groups. Educational pro- 
grams to alert the public and aid the phy- 
sician in the diagnosis and treatment of 
cancer are yielding good dividends. Edu- 
cation alone, however, is not enough. Ur- 
gently needed to ease the case-finding 
burden are practicable screening methods. 

The ideal solution to this problem would 
be a simple, inexpensive and accurate 
chemical or serologic test that could be 
applied on a mass basis. In a program 
centered on this problem, several univer- 
sity groups, sponsored by the National 
Cancer Institute, are conducting rigid 
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evaluation of proposed tests as well as 
‘eveloping new ones. Much fruitful work 
as been done and reported in the litera- 
ire.5 Most of this research has been re- 
ited to a general test for cancer based 
pon serologic principles. 

At the same time, considerable progress 
as been made in the development of tests 
‘or detecting cancer in specific sites. The 
est known and most useful of these is 
he cytologic or cell smear examination 
ieveloped mainly by Papanicolaou. Al- 
‘hough the cytologic test is theoretically 
ipplicable to any of the body excretions, 
.tis used mostly as an aid to the diagnosis 
of cancer of the uterine cervix, the stom- 
ach and the lung. 

The greatest life-saving potential of 
exfoliative cytology seems to be as an aid 
in the detection of early cervical cancer. 
For further evaluation of this technic, 
the Department is engaged with the Uni- 
versity of Tennessee College of Medicine in 
the application of vaginal cytologic tests 
in a mass screening program for uterine 
cancer in Memphis and Shelby County.°® 
The results at the time of writing are very 
encouraging. Since the inauguration of 
the program in July 1952, smears from 
72,000 women have been examined. This 
number represents approximately 45 per 
cent of the adult female population in the 
area and speaks well for community ac- 
ceptance of the screening program. Pro- 
fessional acceptance is evidenced by the 
fact that one-half of the smears now com- 
ing into the laboratory are submitted by 
individual physicians; the others originate 
in various clinics. 

The cytologic observations were “sus- 
picious” or “positive” on 1 per cent 
(1,157) of the first 60,000 women screened. 
Biopsies were completed in 912 cases (79 
per cent of the 1,157 recommended). The 

results of biopsy were positive in 51 per 
cent of the cases; borderline, suspicious, 
or inconclusive in 16 per cent, and nega- 
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deaths from cancer in the United States, 1950- 
1975. 


BEGINNING AT 
BIRTH | AGE 45 | AGE 65 


Fig. 2.—Percentage of persons in varying age 
groups in whom cancer may be expected to 
develop. 


tive in 33 per cent. The vaginal cytologic 
procedures resulted in only one-half of 1 
per cent false positives (296 + 60,000). 
From the point of view of cancer control 
it is significant that of the 241 confirmed 
intraepithelial carcinomas 90 per cent 
were unsuspected prior to the cytologic 
test, and of the 209 confirmed invasive 
uterine cancers 29 per cent were unsus- 
pected. It is particularly significant that, 
on the average, the women with intra- 
epithelial carcinoma were twenty years 
younger than were the women with in- 
vasive cancer of the uterus. This project 
will be continued long enough to determine 
the incidence of intraepithelial carcinoma 
and its relation to the incidence of invasive 
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cancer of the uterus. 

Assistance has been given also to studies 
of variations of the original cytologic 
technic for application in the diagnosis of 
cancer of the stomach and the lung. An 
abrasive balloon technic, combined with 
roentgen examination, has been used with 
some success in the detection of gastric 
carcinoma. Cytologic examination of gas- 
tric washings obtained by papain lavage 
is being evaluated. The cytologic technic 
has been useful, also, as a diagnostic aid 
in the discovery of early pulmonary can- 
cer. It has some advantage, when applied 
to sputum, in discovering lesions that lie 
beyond the reach of the bronchoscope. 

The cytology technic is not the only one 
being tried for case-finding potentialities. 
Advances have been made in photofluoro- 
graphic methods of mass screening to dis- 
cover gastric cancer. The small roentgen 
film used in screening the population for 
tuberculosis has revealed lung shadows 
that may represent early symptomless 
cancer of the lung. Wider application of 
these technics is desired. We are inter- 
ested also in determining whether super- 
voltage therapy is feasible in detecting 
pulmonary cancer and other thoracic dis- 
eases. 

In addition to the epidemiologic investi- 
gation of cancer in general, exemplified by 
the ten-city survey, the National Cancer 
Institute is following leads to epidemio- 
logic studies of specific forms of cancer. 
For example, the survey results indicated 
that cancer of the cervix occurs twice as 
frequently in Negresses as in white 
women. Medical literature contains sev- 
eral reports indicating that cervical cancer 
is relatively rare among Jewish women. 
These variations among different segments 
of the population have been attributed to 
differences in sex habits and hygiene, 
pregnancy history, medical care at partu- 
rition and other factors. The National 
Cancer Institute is carrying out two large- 
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scale studies—one in Israel and one in 
New York City—resigned to evaluate vari- 
ous factors considered relevant in the cau- 
sation of cancer of the uterine cervix and 
corpus. An understanding of the cause of 
uterine cancer may well lead to effective 
prophylaxis. 

The National Cancer Institute is also 
engaged in investigating the epidemiologic 
aspects of lung cancer. We are following 
up the clue provided by a series of clinical 
studies that indicates a statistical associa- 
tion between smoking and lung cancer.’ 
With the cooperation of the Veterans Ad- 
ministration, smoking histories were ob- 
tained on some 200,000 veterans of World 
War I carrying U. 8. Government life in- 
surance. As insurance claims are filed, 
copies of the death certificates will be ob- 
tained. Thus it will be possible to compare 
the mortality from lung cancer and other 
causes of death among different classes of 
smokers, 

Looking to the prevention of cancer of 


the lung and other sites, public health and 
industrial groups are giving more and 
more attention to the investigation of sus- 
pected environmental cancerigenic haz- 


ards. The National Cancer Institute is 
conducting studies or aiding other re- 
search groups in studies of certain chemi- 
cals used in industry; of increased expo- 
sure of workers to several forms of radia- 
tion; of air pollution, and of other environ- 
mental factors which are suspect. Preven- 
tion may contribute much to the control 
of cancer, for, as Stocks® has said, cancer 
may be defeated by elimination of its pre- 
cipitating factors rather than by any radi- 
cal advance in treatment. Such environ- 
mental studies as these could result in the 
precise identification which is the first step 
to prevention. 

Information is being collected not only 
for defining the cancer problem but for 
evaluating the progress made. Thus far, 
evaluation has been hampered by confu- 
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sion in the reporting of end results in the 
treatment of cancer. Widely different rates 
of cure are published for what appears to 
be the same type of cancer, and frequently 
it is impossible to account for the differ- 
ences. 

To overcome this difficulty, we have 
joined with the American College of Sur- 
geons and similar organizations in the de- 
velopment of a standardized method for 
reporting end results in cancer therapy. 
Uniformity in reporting results is essential 
for evaluating the relative merits of differ- 
ent therapeutic methods. 

Uniform reporting requires determina- 
tion of the status of the individual patient 
and depends upon an effective record and 
follow-up system. Such a records system 
is commonly called a case register. To de- 
velop cancer case registers throughout the 
country, we are giving technical and fi- 
nancial assistance, through State health 
departments, to hospitals and clinics. We 
are particularly interested in developing 
cancer register programs which take in 
all, or nearly all, medical facilities in the 
community. The community-wide register 
has several advantages over the register 
restricted to cases in a single medical 
agency. It makes possible an evaluation 
of the size and nature of the community 
cancer problem and provides a basis for 
computing morbidity rates, because the 
cases are drawn from a known population 
base. The community-wide register has 
the further advantage of providing a se- 
ries of cases whose characteristics are not 
unduly influenced by the nature of one 
particular hospital or the presence of one 
specific medical specialist. 


SUMMARY 


The author presents a statistical analy- 
sis of cancer as it exists today in the 
United States, with suggestions to further 
the current efforts to educate the public 
and devise methods of reducing the inci- 
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dence of the disease. Tests in current use 
are evaluated and diagnostic methods de- 
scribed. 


RESUME 


L’auteur présente une statistique reflét- 
ant l’état actuel du cancer aux Etats 
Unis. Il propose des méthodes d’éducation 
du public en vue de diminuer la fréquence 
de cette affection dont il cite les tests et 
les méthodes de diagnostic. 


ZUSAM MENFASSUNG 


Der Verfasser legt eine statistische 
Untersuchung des Krebses, wie er sich 
heute in den Yereinigten Staaten dar- 
stellt, vor und macht Vorschlige zur Un- 
terstiitzung der in Kraft befindlichen Pro- 
gramme zur Erziehung der Offentlichkeit 
und zur Auffindung von Mitteln und 
Wegen, die Haufigkeit der Erkrankung 
herabzusetzen. Heute gebrauchliche 
Krebsproben werden auf ihren Wert hin 
gepriift, und verschiedene diagnostische 
Verfahren werden beschrieben. 


RESUMEN 


Se presenta un analisis estadistico del 
cancer actual en los Estados Unidos de 
América, con sugestiones para continuar 
los esfuerzos comunes de educacién al 
plblico y disefar métodos para reducir 
la incidencia de dicha enfermedad. Se 
valorizan las pruebas comunes y se de- 
scriben métodos diagnésticos. 


RIASSUNTO 


L’autore presenta uno studio analitico 
dei dati statistici americani sul cancro, 
consigliando di aumentara glisforzi che 
attualmente si stanno facendo per educare 
il pubblico e trovare sistemi ridurre la 
frequenza di questa malattia. Vengono 
poi valutati i sistemi ed i metodi diag- 
nostici attualmente in uso. 
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The constancy of chromosomes is one side of the two-faced truth of 
heredity. The other side is that chromosomes are always somewhat vari- 
able. Since they shape an individual from liquid materials composed of 
billions of atoms, it is not conceivable that each portion of the new body 
should have just the same number of atoms in just the same relations that 
were in a parent or that will be in a child. We could safely guess that the 
work of chromosomes in an enduring species wavers about some norm of 
structure, now on this side and now on that, but never departing far from 
this norm. In fact we do not have to guess. It is manifest that two trees 
were never precisely alike, and delicate measurements would doubtless 
show that no two leaves were ever exactly the same in size and contour. 
Even in similar twins slight differences can be revealed by refined scrutiny. 
No animals are ever reproduced with absolute accuracy. In cattle and 
sheep and dogs and birds there are perpetual variations. If a man who 
has exceptionally keen eyes trains them by years of experience to observe 
pigeons closely, and if he trains himself on one breed, and then if he 
specializes on one sub-variety, and if in this limited field he confines himself 
to observing some one feature, say plumage, then he can detect differences 
that no other man in the world could see. To the eye that has been sharp- 
ened by twenty years of constant training the difference between the eye- 
brows of two silk-worms is apparent; even in an egg the varying color is 
revealed. Delicate scales in a laboratory will show that two beet-roots 
have different percentages of sugar. Exact reproduction is never to be 


found. 
—Ward 


also known as emphysema of the bow- 
el and sometimes referred to as gas 
cysts of the intestine, is a disease that has 
defied all efforts to establish its cause. It 
is not so rare but many surgeons en- 
counter at least one case during their sur- 
gical experience; yet it occurs rarely 
enough that many more surgeons complete 
their surgical career without observing a 
case. True, it must be that in some cases 
the condition is seen and passes unrecog- 
nized. Creese! collected 210 cases from 
the literature: Sherwin and Messe? found 
an additional 44, making a total of 254. 
It is probably true, however, as Friedman* 
observed, that the number reported in the 
literature is relatively small as compared 
with the actual incidence of the disease. 
In most of the cases reported the small 
bowel was involved. Indeed, only 5 cases 
have been reported in which the large 
bowel was the site of involvement.‘ In 
each of these 5 cases the cecum and ascend- 
ing colon have been the parts affected. 
The purpose of this paper is to report 
2 cases. The first is representative of the 
disease as it occurrs in the small bowel 
and is of particular interest in that the 
source of the gas is demonstrable. In the 
second case the large bowel was involved, 


as cystoides intestinalis, 
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Pneumatosis Cystoides Intestinalis Involving | 


Report of Two Cases 


EDWARD R. MCKAY, M.D., F.I.C.S. 
SALT LAKE CITY, UTAH 


the Small Bowel and Sigmoid Colon 


and the case is probably unique in that 
the site of involvement was the descending 
and sigmoid portions of the colon. 


REPORT OF CASES 


\ 

CASE 1.—An 81-year-old white man was ad- 
mitted to the hospital in 1948 with a history 
of considerable “gas and belching” of twelve 
months’ duration. On the day of admission he 
had a severe crampy pain in the abdomen, 
with nausea and vomiting. Examination re- 
vealed abdominal distention, increased peri- 
stalsis, marked tenderness and muscle guard- 
ing throughout. Roentgen examination re- 
vealed a picture typical of obstruction of the 
small bowel, with an unidentified mass in the 
left upper quadrant. Exploration revealed a 
mass in the jejunum about the size of a small 
grapefruit. It was purplish and cystic, and 
the cysts contained gas. The mass involved 
the whole circumference of the bowel. The 
small bowel distal to the mass was collapsed. 
Fourteen inches proximal to the lesion was 
another mass, about two-thirds the size of the 
first but identical with it in appearance and 
character. The bowel proximal to this mass 
was distended. The segment of intestine in- 
volved by the two masses was resected and an 
anastomosis completed (Fig. 1). 


Pathologic Report (Dr. John Carlquist).— 
“The specimen consists of two segments of 
small bowel, both of which present marked dis- 
tortion by large, irregular cystic masses. The 
one segment of bowel measures 31 cm. in 
length, and the large distorting mass measures 
12.5 by 11.5 by 5.5 cm. in size. The smaller 
segment of bowel measures 22 cm. in length 
and it presents a central distorting mass that 
measures 11 by 7.5 by 5 cm. These masses 
have a lobulated appearance, but the serosa is 
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Fig. 1 (Case 1).—Pneumatosis cystoides intesti- 
nalis of the jejunum. The two masses were com- 
posed of a network of cysts containing gas. They 
involved the entire circumference of the intestine. 


Fig. 2 (Case 1).—Multiple cystic pneumatosis of 
the small bowel. The cysts were present from 
the proximal jejunum to the terminal ileum. 


smooth. On palpation they are crepitant and 
moderately compressible. 

“The bowel specimens were opened by in- 
cising along the lumen. The mucosa is smooth 
throughout, without ulceration or fistula for- 
mation. The cut surfaces of the masses pre- 
sent a honey-combed appearance, with numer- 
ous cystic spaces that lie in close apposition 
to each other and vary from 0.2 to 1.5 cm. in 
diameter. These spaces have a smooth lining 
and are empty. 

“Sections through the bowel and masses 
present mild inflammation of the mucosa, but 
there is no evidence of ulceration, and the 
exudative cells are primarily lymphocytes. The 
major observation is the presence of numerous 
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cystic spaces that lie in the submucosa, muscu- 
laris and subserosal layers. These cysts do 
not possess an epithelial lining, but they are 
lined by macrophages; many of these have 
formed syncytium-like giant cells. Where the 
macrophages are not present, the wall consists 
merely of a thin layer of compressed fibrous 
tissue. The surrounding stroma shows some 
lymphocytic exudation, but there is no neo- 
plastic change.” 


About one year later the patient was again 
attacked by abdominal pain, nausea and vomit- 
ing. A diagnosis of acute obstruction was 
made and immediate operation performed. Ex- 
ploration revealed an obstruction of the small 
bowel, due to torsion of the bowel on its mesen- 
tery. Along the mesenteric border, from the 
duodenum to the cecal junction, were numerous 
cysts varying in diameter from 2 mm. to 3 
cm. (Fig. 2). The cysts were filled with gas, 
and their walls were much thicker than the 
normal mesentery. Pressure on some of the 
larger cysts deflated them, and a correspond- 
ing inflation of the associated small bowel was 
observed, indicating that the lumen of the cyst 
was connected with the lumen of the small 
bowel. Release of the torsion relieved the ob- 
struction and nothing further was done. The 
patient has had no symptoms since. At the 
time of writing he is now 87 years old and is 
alert and active. A flat plate of the abdomen 
in September 1954 showed no abnormalities. 


CASE 2.—This case, in view of its unusual 
nature, will be reported in some detail. A 
white man aged 40 was admitted to the hos- 
pital on April 14, 1953, complaining chiefly of 
diarrhea. This had developed two months 
earlier, with five or six stools a day containing 
bloody, mucoid material. Mild abdominal 
cramps accompanied the diarrhea. There was 
nausea when the cramps were severe, but no 
vomiting. 

History.—The patient had undergone ap- 
pendectomy in 1939. His left leg had been 
broken by the kick of a horse in 1935. His 
father had died of carcinoma of the colon in 
1935; his mother, three brothers and _ five 
sisters were living and well. The patient was 
married and had 6 children. He was employed 
as an ordnance inspector at a Government 
plant. 

- Examination.—A systemic review gave es- 
sentially negative results except for the symp- 
toms of the present illness. Sigmoidoscopic ex- 
amination revealed two or three sessile eleva- 
tions of the mucous membrane, which were 
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thought to be atypical adenomas. A biopsy 
specimen was taken, but the slides showed 
normal mucous membrane. A barium enema, 
however, was reported as indicating severe 
polyposis of the descending and sigmoid colon, 
and the patient was immediately prepared for 
operation. 

Operation.—No pathologic process was ob- 
served in the abdomen except in the distal seg- 
ments of the large bowel. Here, low in the 
descending and sigmoid colon, numerous small 
indurated areas were palpable. These were 
assumed to be adenomas. A sigmoidoscope was 
inserted into the ascending colon and the 
transverse colon through small incisions, and 
no abnormalities were noted. The mesentery 
associated with the involved colon contained 
several small foamy bubbles like soap suds. 
The descending colon and sigmoid were re- 
sected and an end-to-end anastomosis per- 
formed (Fig. 3). The patient was discharged 
on the ninth postoperative day and has had 
no further complaints. 


Pathologic Report (Dr. John Carlquist) — 


Fig. 3 (Case 2).—Barium enema roentgen exami- 
nation of cystic pneumatosis of the colon. Diag- 
nosis of polyposis of descending colon was made. 
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“The specimen consists of a segment of large 
bowel that measures 37 cm. in length and 12.5 
cm. in average circumference. The serosa is 
congested and shows focal hemorrhages. The 
mucosa is normal in appearance for a distance 
of 4 cm. at one end of the specimen; the other 
end presents a normal zone 11 cm. in length. 
The intervening mucosa has a “cobbled” ap- 
pearance and is elevated in a domed pattern, 
the hemispherical elevations measuring up to 
1.5 cm. in diameter. They lie in close contact 
with each other, with very little intervening 
normal mucosa. The mucosa is generally con- 
gested, more markedly so over the apex of the 
elevations, but it is not ulcerated. There are 
no true polypi (Fig. 4) or evidence of neo- 
plasm. On section, the elevated mucosa over- 
lies empty cystic spaces. These are present 
in great numbers and appear confined to the 
submucosa. 


“Microscopic studies show numerous cystic 
spaces; they are largely in the submucosa but 
extend into the longitudinal muscle and serosa 
in some areas. The cystic spaces are variable 


Fig. 4 (Case 2).—A portion of the resected 
colon. The hemorrhagic surface of the mucosal 
elevations gave the appearance of polyposis. 
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in size and shape; the larger ones apparently 
represent a confluence of smaller cysts, as seg- 
ments of ruptured walls project into the lumen 
in an irregular fashion. The cysts possess no 
epithelial lining; their walls consist only of 
a thin fibrous layer with an inner lining of 
giant cells and monocytes. In some of the 
cysts the giant cells have assumed a syncytial 
structure. More peripheral to the cysts, the 
tissue shows a chronic inflammatory reaction 
with fibrosis. The exudate consists of lympho- 
cytes, monocytes and an occasional foreign 
body giant cell. The mucosa is thinned over 
the surface of the major cysts but is not 
ulcerated. 


“In other segments there are foci that rep- 
resent the earliest development of this cystic 
process. The stroma is separated in an ir- 
regular fashion about large accumulations of 
giant cells resembling those lining the actual 
cysts.” 


Historical Review.—The striking patho- 
logic observations associated with this dis- 
ease attracted the attention of investiga- 
tors two hundred years ago. According to 
Nitch,** the oldest specimen on record is 
in the catalog of Ruysch’s Anatomical Mu- 
seum, dated 1737 and listed as “a portion 
of jejunum of a man showing a tumor 
which arose from wind when the external 
tunic was slightly injured.” Du Vernoi® 
was apparently the first to describe the 
disease at autopsy in 1730-1731. Haller® 
followed with a case in 1756. Bang? in 
1876, described a case in considerable de- 
tail and gave the disease the name “pneu- 
matosis cystoides intestinalis hominis.” 
Hahn in 1899 was the first to describe the 
disease after surgical treatment of the 
living. In America, the first case was de- 
scribed by Finney® in 1908. The first pre- 
operative roentgenologic diagnosis was 
made by Baumann-Schenger* in 1939. 

Investigators have known for many 
years that an analagous condition occurs 
quite commonly in swine. As early as 1837 
this disease attracted the attention of such 
intellectual giants as John Hunter, Caven- 
dish and Jenner, It was Jenner who sent 
the specimen to Hunter for his museum. 
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The gas in the cysts was analyzed by 
Cavendish, who reported that the cysts 
contained “a little fixed air (which was 
carbon dioxide) and. the’remainder not at 
all inflammable (inflammable air was 
hydrogen) and almost completely phlogis- 
tigated” (phlogistigated air was nitrogen). 
In 1938 Eveleth and Biester’ produced the 
disease experimentally in hogs by feeding 
them polished rice. 

Etiologic Factors.—Several theories have 
been proposed to explain the causation of 
this disease. Some of these have failed to 
survive the critical investigation of path- 
ology, bacteriology and biochemistry as 
these sciences matured.. Some of the early 
writers considered the lesion a neoplasm,’° 
but no neoplasms as they are now under- 
stood have been identified. Some thought 
the gas to be the result of putrefaction, 
but no putrefaction has been revealed. 
Some attributed the gas to gas-forming 
bacilli, but it is unusual to find bacilli in 
the cysts, and those that have been cul- 
tured are not of the gas-forming variety. 
Nor does analysis of the gas produce re- 
sults consistent with those normally pro- 
duced by these bacilli. 

Of the theories that have survived, none 
is completely satisfactory in explaining the 
pathogenesis of this strange condition. The 
aforementioned production of an anala- 
gous disease in hogs by feeding them pol- 
ished rice has stimulated interest in the pos- 
sibility that the disease may be related to 
vitamin deficiency. In support of this pos- 
sibility is the fact that in a large percentage 
of the reported cases an associated gastro- 
intestinal lesion was present that may 
have interfered with the patient’s normal 
nutrition. 

A chemical theory proposed by Masson” 
postulated that fermentation in the intes- 
tine could change the bowel Ph from the 
alkaline to the acid side. This, he sug- 
gested, could release the normally soluble 
carbon dioxide in the lymphatics as gas 
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bubbles, producing embolic effects that 
would prevent further absorption of the 
gas, This theory has obtained little sup- 
port from other investigators but, as 
Creese! has emphasized, it has not been 
disproved. 

The mechanical theory assumes that in- 
testinal gas passes through the bowel wall 
through some kind of defect in the mu- 
cosa. Occasionally a defect has been dem- 
onstrated. Bubus and Swanbeck!* ob- 
served a definite ulcer at the base of the 
appendix, which they presumed to be the 
portal of exit for the gas. Stiennon’ 
postulated that the gas escaped through 
a peptic ulcer and found its way retro- 
peritoneally to the mesentery and bowel. 
Tung and Nagia,!® while operating on a 
patient with this disease associated with 
stenosing peptic ulcer, observed that, when 
the patient vomited, the cysts along the 
mesenteric border swelled, without simul- 
taneous distention of the intestine. In 
Case 1 here presented it was demonstrated 
at operation that some of the cysts did 
have a patent connection with the lumen of 
the small bowel, a fact that lends added 
support to the mechanical theory as to the 
origin of the cysts. 


COMMENT 


The source of the extraluminal gas in 
these cases has been the topic of much 
speculation and theorization. In Case 1 
the same defect that allowed gas to escape 
from the lumen must have also allowed 
the escape of intestinal juices. Why didn’t 
the succus entericus, normally so irritating 
outside the confines of the intestinal lumen, 
produce an intense inflammatory reaction? 
Other questions also present themselves. 
In a case of ulcerative colitis in which 
the mucosa is definitely damaged, why 
doesn’t a similar emphysema of the sur- 
rounding tissues develop? In those cases 
in which no mucosal defect is demonstrable, 
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what is the source of the gas? These 
questions remain unanswered. 

In Case 2 the interesting feature is the 
location of the disease. No associated dis- 
ease was demonstrable in the colon, the 
intestinal tract or any other organ. There 
is no explanation as to why the disease 
selected this unusual area in this particular 
case. 

The symptoms, diarrhea and abdominal 
cramps, were completely alleviated by re- 
section of the involved portion of the colon. 
This suggests that in this case, at least, 
removal of the pathologic tissue was the 
treatment of choice. 

In Case 1 resection was necessary to 
relieve the obstruction. Other surgeons 
have reported similar experiences. (Thoma 
and Henniger’ reported the death of a 
patient from intestinal obstruction due to 
pneumatosis intestinalis.) After the sec- 
ond operation, however, the numerous 
small cysts disappeared spontaneously 
when the torsion of the bowel was relieved. 
This coincides with the observations of 
others and suggests that, if conservative 
treatment can be applied in the form of 
correction of the primary disease, the 
cysts will apparently subside spontane- 
ously. 


SUMMARY 


A case of pneumatosis cystoides of the 
small bowel is presented, as demonstrating 
the following points: 

1. The cysts showed definite confluence 
with the lumen of the small bowel, which 
tends to support the mechanical theory of 
the cause of this disease. 

2. If the cystic lesion produces obstruc- 
tion of the bowel, the involved area should 
probably be resected. If the cysts are sec- 
ondary to an associated pathologic process 
and are themselves relatively asympto- 
matic, correction of the primary disease 
may result in spontaneous regression of 
the cysts. 
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A case of pneumatosis cystoides of the 
descending and sigmoid portions of the 
colon is also presented. The site of this 
condition is unique, as far as can be de- 
termined from the reports in the available 
literature. 


ZUSAM MENFASSUNG 


Es wird ueber einen Fall von Pneuma- 
toss cystoides des Duenndarms berichtet, 
an Hand dessen es zu den folgenden Fest- 
stellungen kommt: 

1. Die Zysten zeigten eine einwandfreie 
Verbindung mit dem Hohlraum des Du- 
enndarms, was die mechanische Theorie 
der Krankheitsursache zu unterstuetzen 
neigt. 

2. Fuehrt die zystische Erkrankung 
zum Verschluss des Darmes, sollte wahr- 
scheinlich das befallene Gebiet reseziert 
werden. Stellen die Zysten sekundaere 
Erscheinungen eines gleichzeitig besteh- 
enden Krankheitsprozesses dar, ohne von 
sich aus erhebliche Symptome hervorzu- 
rufen, so duerfte die Behebung der pri- 
maeren Erkrankung zur spontanen Rueck- 
bildung der Zysten fuehren. 

Es wird ferner ein Fall von Pneumato- 
sis cystoides des Colon descendens und 
sigmoideum vorgestellt. Soweit sich aus 
den Berichten des verfuegbaren Schriftt- 
ums feststellen laesst, handelt es sich hier 
um eine einzigartige Lokalisierung der 
Erkrankung. 


SUMARIO 


E apresentado um caso de pneumatosis 
cystoides no intestino delgado, demon- 
strando-se os seguintes pontos: 1. 0 cistos 
apresentavam confluéncia definida com a 
luz do intestino delgado, o que tende a dar 
apoio a teoria mecanica da causa desta 
afeccio; 2. se a lesao cistica produz ob- 
strucao do intestino, a comprometida 
deve ser provavelmente ressecada. Se os 
cistos séo secundarios a um processo pa- 
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tolégico associado, sendo éles mesmos re- 
lativamente assintomaticos, a correcéo da 
afreccéo primaria pode acarretar a re- 
gressao espontanea dos cistos. 

E ainda apresentado um caso de pneu- 
matose cistdide do colo descendente e sig- 
méide. Tal localizagao desta afeccao é uni- 
ca, até onde pode ser verificado pela re- 
visao da literatura. 


RESUME 


Un cas de pneumatose pseudokystique 
de l’intestin gréle est présenté, qui met 
en évidence les points suivants: 

1. Les kystes montrent une confluence 
nette vers la lumiére de-]’intestin gréle, ce 
qui tend 4 donner raison a la théorie méca- 
nique de l’origine de cette affection. 

2. Si la lésion kystique provoque une 
obstruction intestinale, il faudrait proba- 
blement réséquer les zones environnantes. 
Si les kystes sont secondaires 4 un pro- 
cessus pathologique associé et qu’ils sont 
eux-mémes relativement asymptoma- 
tiques, une thérapeutique de |l’affection 
primaire peut amener la régression spon- 
tanée des kystes. 

L’auteur présente encore un cas de 
pneumatose pseudokystique des portions 
descendante et sigmoidienne du colon. 
Cette localisation est unique, pour autant 
qu’on en puisse juger d’aprés la littéra- 
ture. 


RESUMEN 


Se presenta un caso de pneumatosis 
quistica del intestino delgado, demostran- 
dose los puntos siguientes: 

1. Los quistes muestran confluencia de- 
finida con la luz del intestino delgado, lo 
que tiende a apoyar la teoria mecanica 
de esta enfermedad. 

2. Si la lesién quistica produce obstruc- 
cién intestinal, debe hacerse reseccién del 
area afectada. Si los quistes son secunda- 
rios a un proceso patolégico y son relati- 
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vamente asintomaticos, la correccién del 
padecimiento primario puede producir la 
regresiOn espontanea de los quistes. 

Se presenta tambien un caso de pneu- 
matosis quistica del colon descendente y 
sigmoide. El sitio del padecimiento es 
tinico, como puede ser determinado por las 
comunicaciones en la literatura. 


RIASSUNTO 


Viene descritto un caso di pneumatosi 
cistica del tenue, con ie seguenti caratte- 
ristiche: 

1. Le cisti tenderanno a confluire nel 
lume intestinale; questo dato rappresenta 
una conferma alla teoria della genesi mec- 
canica. 

2. Se le cisti producono occlusione in- 
testinale, 6 necessario resecare il segmen- 


to interessato; se invece sono secondarie 
ad altra affezione e sono relativamente 
asintomatiche, la cura della malattia prin- 
cipale condurra alla regressione di esse. 
Viene descritto anche un caso di pneu- 
matosi cistica del colon discendebte e del 


sigma. 
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ALIGNANT disease of the small in- 
testine is not too common. The 
reported incidence of malignant 

tumors of the small bowel, according to 
several authors, is 1 to 6 per cent,! of all 
gastrointestinal malignant tumors, lei- 
omyosarcoma being the rarest.2, Warren® 
reported that, among 26 primary malig- 
nant tumors of the small intestine, he en- 
countered only 1 leiomyosarcoma. The 
diagnosis of this tumor is most difficult* 
in the absence of obstruction and is usu- 
ally made at laparotomy.® 


REPORT OF CASE 


A. C., a married white woman aged 49, was 
admitted to the care of one of us (J. A. R.) 
on March 20, 1950, because of thrombophlebitis 
of the right leg. She had no recollection of 
childhood diseases. She had undergone two 
cesarean sections, in 1934 and 19388 respec- 
tively. Appendectomy and-removal of a right 
ovarian cyst had been done twenty-five years 
earlier. She had had pleurisy at approximately 
the same time, and gastrointestinal hemor- 
rhage had occurred two years prior to her 
admission. The family history was irrelevant. 

At this time the patient was treated con- 
servatively, and the thrombophlebitis im- 
proved. 

On June 30, 1950, she reported a_ black, 
tarry stool after a chill and pain in both arms. 
The value for hemoglobin was 8 Gm. On July 
23 she was seen for acute abdominal pain 
and distention. Intestinal obstruction was sus- 
pected, and the patient was hospitalized. The 
value for hemoglobin was 10.5 Gm.; the red 
blood cells numbered 3,680,000 per cubic milli- 
meter; the stool contained occult blood, and 
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an electrocardiogram was within normal limits. 
A barium enema study revealed narrowing 
between the cecum and the ascending colon. 
A preoperative diagnosis of carcinoma of the 
cecum was made. On August 2 an abdominal 
exploratory operation was done. Adhesions in 
the region of the cecum and ascending colon 
accounted for the roentgen deformity; no tu- 
mor was discovered. Except for the adhesions, 
inspection of the entire gastrointestinal tract 
showed no abnormality. An umbilical hernio- 
plasty was performed at this time for a small 
umbilical hernia, and bilateral ligations of the 
saphenous vein and the superficial femoral 
vein were done because of the thrombophle- 
bitis. The patient was discharged from the 
hospital on August 12. 

On November 18 she was seen again for 
a sudden, sharp pain, aggravated by motion, 
in the right lower abdominal quadrant. In the 
interim since the operation she had been well, 
having two or three bowel movements daily. 
The stool now gave a negative reaction for 
occult blood. Tenderness was present in the 
right upper quadrant only, just above and to 
the right of the umbilical area. This was re- 
lieved by novatrin and phenobarbital. 

On May 7, 1951, in addition to dark stools, 
the patient complained of cramping and pain 
in the left flank. The stool revealed occult 
blood, and the value for hemoglobin was 8.7 
Gm. Cramping continued for one month, with 
no decrease in hemoglobin, although the stool 
continued to yield chemically positive results 
for occult blood. The patient refused hospitali- 
zation and was treated with banthine. On 
November 17 she again reported tarry stools, 
as well as shortness of breath. There was a 
loss of 20 pounds (9.1 Kg.) in weight, and the 
value for hemoglobin was 7 Gm. Hospitaliza- 
tion was again refused. 

On Jan. 21, 1952, the patient was admitted 
to the hospital complaining of intermittent 
pain in the abdomen and the back. The pulse 
was feeble and the blood pressure low. She 
stated that there had been several tarry stools 
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since November 1951. Laboratory and roent- 
gen studies were made. The value for hemo- 
globin was 6 Gm.; the red blood cell count 
was 2,300,000 per cubic millimeter; the plate- 
lets numbered 127,000. The hematocrit read- 
ing was 20 and the bleeding time forty-seven 
seconds. Clot retraction was complete in one 
hour. The prothrombin time was fourteen 
seconds (control, fourteen seconds). The stools 
gave a positive reaction for occult blood. Gas- 
trointestinal and barium enema studies re- 
vealed no abnormality. After having been 
given 7 pints of blood the patient was dis- 
charged on February 14. 

In March the gastrointestinal and barium 
enema studies were repeated. We did not 
concur with the roentgenologist’s report of a 
prepyloric ulcer, and we so informed the pa- 
tient. The barium enema study gave negative 
results. On June 13, after a recurrence of 
symptoms, the patient was advised to permit 
a laparotomy; however, she chose to visit a 
New York internist and surgeon, who, after 
another gastrointestinal study, made a diagno- 
sis of duodenal ulcer—not on the basis of an 
ulcer niche but because of the history and 
duodenal irritability. Operation was advised, 
but the patient refused because the diagnosis 
was indefinite. 

On September 2 a gastrointestinal study, 
including, as had all previous studies, a study 
of the small intestine and a barium enema, 
revealed no abnormality. After this the pa- 
tient was seen on two occasions. The value 
for hemoglobin was 7 Gm.; the stools con- 
tained occult blood. The patient weighed 172 
pounds (78 Kg.). On April 11, 1953, she con- 
sented to undergo surgical investigation. Ex- 


Fig. 1.—Excised jejunum with tumor mass. 
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Fig. 2.—Ulceration of intestinal mucosa, with 
raised and hard edges. 


cept for active phlebitis of the right leg, phy- 
sical examination revealed nothing significant. 
The erythrocyte count per cubic millimeter of 
blood was 3,020,000, with 7 Gm. of hemo- 
globin; the leukocyte count was 6,500, with 
a normal differential count. The hematocrit 
reading was 26. Chemical examination of the 
blood revealed 13 mg. of urea nitrogen, 82 mg. 
of sugar and 700 mg. of chlorides per hundred 
cubic centimeters. The patient was given a 
transfusion, and a laparotomy was performed 
on April 24. 

Preoperatively the red blood cell count was 
4,020,000 per cubic millimeter, with 80 per 
cent hemoglobin. On exploration of the abdo- 
men many adhesions were observed, involving 
the omentum, intestines, uterus and bladder. 
A tumor was present, extending from the 
mesentery of the jejunum inward to the ser- 
osa and ulcerating the mucosa. It measured 
about 4.5 cm. in diameter and was located 
about 36 inches (91.4 cm.) from the ligament 
of Treitz. The edges of the ulcer were raised 
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Fig. 3.—Low power photomicrograph showing intestinal muscle involved. 


and hard. No involvement of local glands 
could be detected. The remainder of the small 
intestine and colon presented no abnormality. 
There was no involvement of the liver. The 
uterus and ovaries were normal. Resection 
of the affected portion of the jejunum was per- 
formed, and an end-to-end anastomosis was 
done by an open technic. 

The removed specimen consisted of a por- 
tion of small bowel measuring 7 by 2.5 cm. 
At about the midportion of the bowel there 
was a protuberance which extended into the 
mesentery and penetrated it to a depth of 
4cm. This protuberance measured 4 by 3 by 
3 cm. It was covered by a thin capsule be- 
neath which frank blood was visible. This 
mass was solid and fairly firm. The intestine 
was open, and an ulcerated lesion was present 
at the midportion, measuring 4 cm. in length 
and 2.5 cm. in width. The edges of the ulcer- 
ated lesion were markedly indurated and ele- 
vated above the level of the surrounding tissue. 
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The remaining mucosa showed norma! intes- 
tinal folds. The ulcerated area was raw and 
granular. On section through the mass, the 
color of the tumor was gray to tan yellow. 
Hemorrhages were observed in the center of 
the tumor mass. 

Microscopic examination revealed a mucosal 
surface that appeared ulcerated for a consider- 
able distance; on either end there was normal 
appearing mucosal tissue. The latter showed 
numerous glandular structures lined by tall 
goblet cells. The stroma was infiltrated with 
plasma and lymphocytic cells, as well as an 
occasional eosinophil. Beneath the mucosa 
there was a very dense fibrous tissue capsule, 
underneath which was compact tumor tissue. 
This was composed of muscle cells forming 
elongated bands and also forming small groups 
or clusters of cells. These all appeared to 
have fairly uniform staining qualities; the 
cell structure was elongated and the nuclei 
oval. The nuclei contained nucleoli. Occa- 
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sionally, some of the nuclei took on a much 
darker stain. Many of the nuclei appeared 
elongated, and others appeared fragmented. 
There was considerable round cell infiltration. 
There were also numerous plasma cells and 
new blood vessels. 

The muscle cells were undergoing varying 
degrees of necrobiosis. Another section, taken 
through the tumor proper, showed a fairly 
average arrangement of elongated muscle tis- 
sue cells and also cross sections of these cells, 
represented by small nuclei with vacuolated 
cytoplasm. In the elongated muscle tissue 
cells the nuclei appeared fairly close to average. 
They showed polar bodies at either end. The 
cytoplasm was pink-staining eosinophilic ma- 
terial. The nuclei were occasionally larger than 
one would expect. 

Since leaving the hospital the patient has 
had no symptoms of intestinal hemorrhage and 
is enjoying a normal life. 


Fig. 4.—High power photomicrograph showing 
tumor cells replacing the muscle layer. 
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Generally, the diagnosis of jejunal ma- 
lignancy is made at operation or necropsy." 
A malignant lesion may be suspected from 
the symptoms and laboratory findings. 
The roentgenologic studies will not visu- 
alize the lesion in the early stage and when 
it is visualized the tumor is inoperable.’ 


CONCLUSION 


1. Leiomyosarcoma of the jejunum is 
very rare. 

2. The only symptom that may occur in 
the early stage is intestinal hemorrhage. 

3. The diagnosis is established only at 
operation or necropsy. 

4. Roentgenographic examination for 
visualization of the tumor usually gives 
negative results. 

5. The prognosis is reserved but good 
if the lesion is completely excised in an 
early stage. 


ZUSAM MENFASSUNG 


1. Das Leiomyosarkom des Jejunums 
ist eine sehr seltene Erkrankung. 

2. Im Fruehstadium kann die Darmblut- 
ung das einzige Symptom bilden. 

3. Die Diagnose wird nur bei der Ope- 
ration oder bei der Obduktion gestellt. 

4, Die Roentgenuntersuchung ergibt ge- 
woehnlich negative Resultate. 

5. Die Prognose muss mit Vorsicht ge- 
stellt werden, ist aber gut, wenn eine voll- 
staendige Resektion im fruehen Stadium 
erfolgt. 


RESUME 


1. Le léiomyosarcome du jéjunum est 
trés rare. 

2. Le seul symptéme qui puisse étre 
constaté au premier stade est l’hémorragie 
intestinale. 

3. Le diagnostic n’est posé qu’a l’opéra- 
tion ou a l’autopsie. 
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4. L’examen radiologique de la tumeur 
est en général négatif. 

5. Le pronostic est réservé, mais bon 
si la lésion est excisée a son state de 
début. 


RESUMEN 


1. El] leiomiosarcoma del yeyuno es muy 
raro. 

2. El unico sintoma que puede ocurrir 
en estadio temprano es la hemorragia in- 
testinal. 

3. El diagndéstico se estable inicamente 
por operacion o necropsia. 

4. La visualizaci6n roentgenolégica del 
tumor generalmente proporciona resulta- 
dos negativos. 

5. El pronostico se reserva, si la lesién 
es extirpada completamente en estadio 
primario. 


RIASSUNTO 


1. Il leiomiosarcoma del digiuno é raris- 
simo. 

2. L’emorragia intestinale pud esserne 
l’unico segno, all’inizio. 

3. La diagnosi é possibile solo opera- 
toriamente o all’autopsia. 

4. L’indagine radiologica di solito non 
é di aiuto, 

5. La prognosi pud essere buona se la 
lesione venga completamente asportata in 
una fase precoce. 


SUMARIO 


1. O leiomiosarcoma do jejuno é muito 


raro. 
2. O tinico sintoma pue pode ocorrer na 
fase inicial é a hemorragia intestinal. 
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3. O diagnéstico é apenas estabelecido 
por ocasiao da operacéo ou da necr6psia. 

4. A visualizacéo radiografica do tumor 
da em geral resultados negativos. 

5. O prognostico é reservado, mas bom, 
caso a lesdo seja completamente extirpada 
na fase inicial. 
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ONTRIBUTIONS to this article by 
C one of us (E. W. M.) are based on 

almost half a century of experience 
in the treatment of electric burns, as di- 
rector of the Medical Staff of the Wiscon- 
sin Electric Power Company. 

With the rapid development of various 
types of electric equipment and the use 
thereof industrially and in the home, the 
incidence of electric burns is an increasing 
hazard and a correspondingly serious 
problem to the physician. 

In order to understand the treatment of 
electric burns, we consider it necessary 
to know and consider the various distri- 
bution systems of the human body. In the 
order of frequency encountered as burn 
sites they are as follows: 

1. The skin surface. It has been proved 
beyond a doubt that in many contacts with 
high voltage the current is entirely dis- 
sipated over the skin surface of the body. 
This is true particularly during hot 
weather, when there is an abnormal 
amount of moisture on the skin. 

2. The venous circulation. In this con- 
nection the venous circulation must be 
definitely differentiated from the arterial 
system. Venous circulation lies super- 
ficially; the arterial circulation lies much 
deeper. 

In almost every case of contact with 
electricity, when there is destruction of 
tissue, complete thrombosis of the venous 
structure is observed not only in the 
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burned area but extending in some cases 
as much as 6 inches (15 cm.) from the 
outer border of the burned area. This 
proves conclusively that the electrical dis- 
charge has traversed the venous structure 
and has produced thrombosis or clotting 
of the blood which in the past has pre- 


sented serious complications. The fact 
that the venous system is being a con- 
ductor of electricity is practically always 
demonstrated when lightning strikes a 
person or an animal, and in every case 
there is extensive thrombosis of practical- 
ly the entire venous circulation, in both 
the human and the animal system. 

3. A combination of the skin and venous 
system as distributors. This undoubtedly 
is more frequently encountered than is 
distribution by the venous system alone. 

4. Nerve distribution. This, which would 
logically appear to be frequent, is rarely 
encountered. The central and peripheral 
nervous systems seem to act as conductors 
only in those cases in which contact with 
the current is made around the occipital 
region of the scalp and the soles of the 
feet. 

One of us (E. W. M.), in observing 
hundreds of persons who had come into 
contact with electrical energy, noted only 
3 cases in which it could be proved that 
current had traveled through a part of the 
nervous system. In those cases he ob- 
served also that the spinal cord itself 
was not involved, but only the nerve roots 
that originate in the spinal cord and 
spread outward. Strangely also, in each 
of these 3 cases, the electric energy 
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selected the motor roots of the nerve trunk 
and left the sensory roots entirely un- 
touched, giving rise to a peculiar type of 
spastic paralysis, 

The point of entrance and exit of the 
current seems to determine the course of 
the current over the various distribution 
systems, singly or in combinations there- 
of. It is quite well established that only 
in rare cases does the current traverse 
a course through the deeper structures 
and that, in the majority of contacts with 
electrical equipment, the current passes 
over the surface of the body from the 
point of entrance to the point of exit and 
pursues a course immediately beneath the 
skin, following the superficial blood ves- 
sels. 

At this point I should like to review 
the fundamental factors that make for 
serious electric burns. Naturally, the most 
severe burns of this type are encountered 
in connection with the construction and 


operation of high voltage equipment. 


Nevertheless, serious. situations arise 
from contact with voltages as low as that 
employed in electric lights or household 
equipment circuits, namely, 110 volts, and 
in the past thirty years, to the personal 
knowledge of one of us (E. W. M.), there 
have been approximately 10 deaths in the 
state of Wisconsin from 110-volt circuits. 


Let us consider for a moment the vari-. 


ous elements involved: (1) direct current; 
(2) alternating current; (3) voltage as 
referred to direct or alternating current; 
(4) amperage; (5) ohms; (6) ground, 
and (7) duration of contact. It has been 
definitely established that direct current 
produces more severe burns than does al- 
ternating current. It is also a fact that 
voltage per se is not the greatest offender 
in the production of deep or extensive 
burns. Amperage is quite certainly the 
factor of greatest damage to tissue. Then, 
too, the resistance of the person concerned 
must enter into the picture, as well as 
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the duration of contact, and the character 
of the ground. In some cases the contact 
is broken by the injured person’s falling 
after becoming unconscious; in other 
cases he must be removed from the con- 
tact by force. Given these factors, namely, 
voltage, amperage, resistance and dura- 
tion of contact and good ground in their 
proper relation, together with the points 
of entrance and exit of the current (since 
these points determine the course of the 
current over or through the body), one can 
quite accurately determine the degree of 
burn, 

Prior to consideration of the burn itself 
it is frequently necessary to treat the 
intrinsic electric shock that accompanies 
the accident. In many cases, were it not 
for treatment of electric shock, treatment 
of the burns would not be required. Shock 
treatment consists primarily of resuscita- 
tion, and the most generally accepted 
method is the so-called Sylvester or prone 
method of resuscitation, in the adminis- 
tration of which every physician should 
become proficient in administering. 

The most serious aspect of electric 
shock per se is its effect upon the respira- 
tory center, producing respiratory failure 
and cardiac fibrillation which can be com- 
batted successfully in most cases by early 
institution of resuscitation measures. 

Many theories have been proposed as 
to what happens to the human brain 
when, under proper conditions, electricity 
in some manner travels over and through 
the body. It has been suggested that 
electricity may produce molecular degen- 
eration of brain cells. This theory, to our 
knowledge, has not been proved, and the 
exact manner in which this serious effect 
of electric current on the respiratory 
center of the brain occurs, has not been 
determined. It is generally known, how- 
ever, that cessation of respiration pro- 
duces a condition in the brain known as 
anoxemia, and when the supply of oxygen 
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to the brain is completely exhausted for 
fifteen or twenty minutes it is assumed 
that some degree of permanent damage is 
suffered by the cells of the brain tissue. 
This fact emphasizes the necessity for 
immediate resuscitation whenever possi- 
ble and by whatever means are most ap- 
plicable under the existing conditions. 

In contradistinction to thermal burns, 
if the patient recovers from the effects 
of the electric shock, usually no compli- 
cations are encountered other than the 
destruction of tissue as a result of the 
burn. 

Patients with electric burns usually do 
not present loss of body fluids, electrolyte 
imbalance, lowering of the blood chemical 
values or renal failure. 

Like thermal burns, electric burns are 
classified as first, second, and third de- 
gree. 

First degree burns are those in which 
there is merely blanching of the super- 
ficial layers of the skin, with vessicle for- 
mation. Second and third degree burns 
are distinctive and can be recognized and 
diagnosed even in the absence of a history 
of contact with electric current. The cen- 
ter of such burns has a charred appear- 
ance. Immediately outside the charred 
area is a blanched areola with thrombosed 
veins, and surrounding this is an area of 
hyperemia, Second and third degree elec- 
tric burns may be of any size, from punc- 
tate involvement to a vast destruction of 
tissue, either to a minimum depth or in- 
volving all the structures of the affected 
part. 

Treatment, therefore, can be directed 
to the burn itself immediately after re- 
covery from the electric shock, if shock 
has been present. First aid treatment 
should consist of free application of some 
protective covering with an oil base. On 
arrival of the patient at a physician’s 
office or a hospital, immediate cleansing 
with tepid water and soap is effective for 
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further sterilization. Any neutral soap has 
as much germicidal potentiality as any 
of the other disinfectants generally used, 
if not more, and is less inhibitive to tissue 
healing. It might be assumed that the 
heat associated with severe electric burns 
would render the surface sterile, but this 
is not necessarily correct. 

After the initial cleansing the patient 
should be taken to an operating room. 
With general anesthetic and an aspetic 
technic, a radical excision of all necrotic 
or burned tissue should be done. With 
some degree of experience, complete re- 
moval can be accomplished in such a way 
that no healthy tissue is sacrificed. We 
wish to emphasize the importance of early 
débridement of electric burns. By “early” 
we mean within a few hours after the ac- 
cident, for prompt action is the sine qua 
non of radical excision without the sacri- 
fice of normal tissue. 

In those cases in which only the skin 
and the subcutaneous tissues are involved, 
almost immediately after the burn there 
develops an edematous demarcation be- 
tween the burned tissue and the normal 
tissue, which makes it easily possible to 
dissect away the burned tissue at once. 
In those cases in which the skin, subcu- 
taneous tissue and muscle are burned, the 
involved muscle tissue presents a typical 
milk chocolate color that neither of us has 
observed in association with any other 
condition. This chocolate-colored tissue is 
bloodless and easily cut, and one should 
have no difficulty in determining the outer 
margin of the burned area that must be 
excised. Waiting longer than twelve hours 
makes the surgical débridement consider- 
ably more difficult, as the lines of demar- 
cation between devitalized and healthy tis- 
sue are beginning to be lost; consequently, 
either the débridement is inadequate or 
the excision becomes too radical, with un- 
necessary loss of normal tissue. 

In connection with débridement, we 
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have learned that it is necessary, in order 
to remove all of the necrotic tissue, to ex- 
tend the dissection beyond the red areola 
and excise all thrombosed veins. Electric 
burns do not disturb the arterial system 
beyond the margin of the necrotic areas, 
but the veins, almost without exception, 
are completely occluded or thrombosed for 
some distance beyond this margin. It is 
occasionally necessary to dissect these 
thrombosed veins for a distance of 2, 3 or 
even 4 inches (5, 7.5 or 10 cm.) from the 
margin of the burned areas. 


After completion of the débridement, 
immediate closure of the wound can be 
done, either primarily or with a split skin 
graft or a reconstructive procedure. By 
this method we have been able not only to 
shorten the patient’s period of disability 
but, in patients whose burns require re- 
construction of the burned areas, to obtain 
better functional and cosmetic results 
with a minimum of operations. 

Electric burns involving bone cannot be 
treated by immediate radical removal. The 
line of demarcation in bone presents itself 
much more slowly, and if the bone is per- 
mitted to remain intact for four to six 
weeks, the appearance of a darkened bone 
will invariably outline the destroyed area. 
Granulations are more readily acquired 
under the protection of necrosing bone, 
and on ultimate removal of the granulat- 
ing sequestrum the surface is immediately 
available for grafting or other reconstruc- 
tive measures. Roentgen examination of 
the bone structures that were obviously in 
the path of the electric current shows no 
pathologic changes immediately following 
the contact. 

A most interesting phenomenon is the 
destruction of cartilage, which occurs not 
infrequently where complete destruction 
of the soft tissue was not demonstrable. 
With removal of the burned areas, both 
the bony structures and the cartilaginous 
structures appeared normal within about 
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three weeks; contractures of all the joints 
of the fingers took place; roentgen exami- 
nation revealed the fact that the cartilage 
of the joints had been destroyed, resulting 
in ankylosis of all the joints. This results 
in a “claw” hand or hands, as the case 
may be, and the ultimate result is a perma- 
nent disability, with a high incidence of 
loss of the hand at the wrist. 

Tendon and nerve destruction present 
another serious problem, since frequently 
a considerable portion of either or both 
may be destroyed. As with thermal burns, 
the final treatment of nerves and tendons 
involved in an electric burn must be de- 
layed for a considerable time. As an ad- 
junct to the surgical treatment we em- 
ploy, of course, the various antibiotics, 
supportive measures and, in cases of in- 
fection, a 2 per cent thiosinamine oint- 
ment. Thiosinamine has been used for 
many years as an agent to absorb cicatri- 
cial tissue. On that basis one of us (E. W. 
M.) reasoned that if this medicine could 
absorb scar tissue it might also be used to 
prevent the formation of scar tissue, a 
theory that was borne out in many of his 
cases. A word of caution, however, as to 
2 per cent thiosinamine ointment. One 
often encounters patients who are allergic 
to it. 

We shall not discuss here the complica- 
tions resulting from electrical burns, but 
we do wish to call attention to a most 
serious complication resulting from con- 
tact with high voltage electrical energy, 
i. e., the development of cataract in one 
or both eyes, and a most startling com- 
plication noted by one of us (E. W. M.), 
namely, a fracture of one of the lumbar 
vertebra without any fall, brought about 
by muscular contraction that produced 
“jack-knifing” of the spine. 


CONCLUSION 


Electric shock per se is not serious if 
proper methods of resuscitation are im- 
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mediately instituted. The passage of elec- 
trical current over or through the body 
leaves no ill effect other than the destruc- 
tion of tissue, manifested as electric burns. 

The treatment of all second and third 
degree electric burns is wholly surgical. 

The débridement of second and third 
degree electric burns should be done with- 
in twelve hours, and primary closure of 
the wound or covering of the wound with 
a split skin graft in conjunction with re- 
construction of the involved area should 
be done immediately after completion of 
the débridement. 

This plan of treatment of electric burns 
shortens the period of disability, lessens 
the degree of suffering and offers the pa- 
tient a much better functional and cos- 
metic result with a minimum of recon- 
structive procedures. 


RESUME 


Le choc électrique n’est pas dangereux 
en lui-méme si |’on institue immédiate- 
ment les méthodes de ressuscitation, Le 
passage du courant électrique sur ou a 
travers le corps ne laisse pas d’autre trace 
que celle de la destruction des tissus par 
bralure électrique. 

Le traitement de toute brilure électri- 
que du 2e ou 3e degré est purement chi- 
rurgical. 

Le débridement de ces bralures devrait 
étre pratiqué durant les douze premiéres 
heures, et la suture primaire ou le re- 
couvrement de la plaie au moyen d’une 
greffe devrait suivre immédiatement le 
débridement. 

Ce plan de traitement des brilures 
électriques raccourcit la durée de J’inca- 
pacité, diminue les souffrances et donne 
un résultat esthétique et fonctionnel bien 
meilleur avec un minimum de temps op- 
ératoires. 


RESUMEN 


El] electrochoque no es grave si se in- 


HYSLOP AND MILLER: ELECTRIC BURNS 


stituyen los métodos adecuados de resuci- 
tacién. El paso de una corriente eléctrica 
sobre el cuerpo no deja otros efectos per- 
judiciales que los de destruccién tisular 
manifestada como quemaduras eléctricas. 
El tratamiento de todas las quemaduras 
eléctricas de segundo y tercer grado es 
totalmente quirtrgico. Dichas quemaduras 
deben de obligarse durante las primeras 
doce horas, haciendose un injerto de piel 
en unién con reconstruccién del area 
afectada, o cierre primario de la herida. 
Este plan de tratamiento acorta el peri- 
odo de capacidad, disminuye el sufrimien- 
to y ofrece al paciente un mejor resultado 
functional y cosmético con un minimo de 
procedimientos reconstructivos. 


RIASSUNTO 


Lo shock elettrico di per se stesso non 
é grave se si abbiano a disposizione gli 
adatti metodi di resuscitazione. I] passag- 
gio di corrente attraverso il corpo non 
determina altri effetti oltre alla distru- 
zione dei tessuti che caratterizza |’ustione 
elettrica. La cura delle ustioni di 2° e 
3° grado é senz altro chirurgica. Lo sbrig- 
liamento deve essere fatto entro le 12 ore, 
e seguito immediatamente dalla sutura 
primaria della ferita oppure dalla coper- 
tura con trapianti di cute. Questo metodo 
abbrevia il pericolo di malattia, riduce le 
sofferenze e porta arisultati migliori dal 
punto di vista estetico e funzionale. 


ZUSAM MENFASSUNG 


Der elektrische Schlag ist an sich nicht 
gefaehrlich, wenn geeignete Wiederbele- 
bungs methoden sofort zur Anwendung ge- 
langen. Die Passage des_ elektrischen 
Stromes ueber oder durch den Koerper 
hinterlaesst ausser der Gewebszerstoer- 
ung, die sich als elektrische Verbrennung 
darstellt, keine schaedlichen Folgen. 

Die Behandlung aller elektrischer Ver- 
brennungen zweiten und dritten Grades 
ist eine rein chirurgische. 
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Die Wundtoilette elektrischer Verbren- 
nungen zweiten und dritten Grades sollte 
innerhalb von zwoelf Stunden erfolgen, 
und unmittelbar nach ihrer Durchfueh- 
rung sollte ein primaerer Wundverschluss 
oder eine Deckung der Wunde mit einem 
gespaltenen Hautlappen in Verbindung 
mit Wiederherstellung des befallenen Ge- 
bietes ausgefuehrt werden. 

Die Durchfuehrung dieses Behandlungs- 
planes elektrischer Brandwunden ver- 
kuerzt die Zeit der Arbeitsunfaehigkeit, 
mindert den Grad des Leidens und gibt 
dem Kranken Aussicht auf erheblich bes- 
sere funktionelle und kosmetische Ender- 
gebnisse mit einem Minimum rekonstruk- 
tiver Massnahmen. 


SUMARIO 


O choque elétrico em si n&o é grave, 
desde que sejam instituidos imediatamen- 
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te os métodos de ressuscitacéio. A passa- 
gem da corrente elétrica sdbre um ponto 
ou através do mesmo hfao deixa outro efei- 
to que nao seja a destruigéo de tecido, 
manifestada como queimaduras por eletric- 
cidade, 

O tratamento de todas as queimaduras 
elétricas de primeiro e segundo graus é 
inteiramente cirtrgico. 

O debridamento de queimaduras elétri- 
cas de segundo e terceiro graus deve ser 
feito dentro de 12 horas e o fechamento 
primario da ferida ou seu revestimento 
por enxerto, juntamente com a reconstru- 
da area comprometida devem ser fei- 
tos imediatamente apos o debridamento. 

Este plano de tratamento das queima- 
duras elétricas diminui o perigo de inca- 
pacidade, diminui 0 grau de sofrimento e 
oferece ao paciente um resultado funcional 
e cosmético muito melhor, com o minimo 
de intervencées reconstrutivas. 


It is not a question how much a man knows, but what use he makes of 
what he knows; not a question of what he has acquired, and how he has 
been trained, but of what he is, and what he can do. 


—AHolland 


If we think of life as a journey and consider it to be the opportunity 
for getting from where we are to where we want to be, we will have a work- 
ing rule that provides us with both a purpose and expanding possibilities 


for our lives. 


—(Corson 


Each of us is an impregnable fortress that can be laid waste only from 


within. 


—Flynn 
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gland is apparently quite rare; 111 

cases had been reported up to Janu- 
ary 1954. The percentage of squamous 
cell tumors has been given as 35.4, while 
adenocarcinoma has been present in 47.3 
per cent; the remaining 17.3 per cent in- 
cluded 4 sarcomas and 15 other tumors 
difficult to classify.1 The reader is referred 
to the bibliography for a comprehensive 
consideration of the subject. A case is 
briefly reported here. 


P' cana is carcinoma of Bartholin’s 


REPORT OF CASE 


Mrs. E. A., an almost white Negress 66 
years old, entered Wesley Memorial Hospital 
on Jan. 20, 1952, complaining of a painful 
“lump” of two years’ duration in the lower 
left portion of the vulva; a blood-tinged dis- 
charge at intervals from this region; dys- 
pareunia; stress incontinence, and pruritus 
vulvae. 

The patient had undergone hysterectomy for 
fibroids in 1927. She was treated in 1930 for 
syphilis and was cured. A rectal fistulectomy 
was performed in 1943. 

With regard to the present illness, a small 
lump in the left labium was first noticed in 
1947 (five years earlier). It began to bother 
the patient after she married for the third 
time in 1952. Bloody and yellowish discharge 
from the labial mass occurred occasionally. 

Physical examination showed the patient to 
be well nourished and apparently in good 
health. There were no significant abnormali- 
ties except in the genitals. Bartholin’s gland 
on the left was moderately enlarged, soft, and 
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fluctuant near the surface. A hard nodule the 
size of a filbert was palpable in the lower pos- 
terior portion. The entire area was hyperemic. 
There was no leukoplakic vulvitis. Nothing re- 
markable was observed in the vagina or in the 
rectum. There were no palpably enlarged 
glands in the inguinal or femoral regions. 
Slight cystocele and urethrocele were present. 

A Kahn test gave negative results. The urine 
was normal. There was slight anemia. 

A diagnosis of infected cyst of Bartholin’s 
gland was made. In view of the rarity of 
primary carcinoma in this gland, it was con- 
sidered most likely that the hard mass the 
size of a filbert was due to inflammatory in- 
duration. 

Operation was performed on Jan. 21, 1952. 
The cyst had ruptured, probably owing to the 
preoperative preparation. With the patient 
under pentothal and nitrous oxide anesthesia, 
the gland and the filbert-sized nodule were re- 
moved by blunt and sharp dissection. The hard 
nodule was then first recognized as a neo- 
plasm. The wound was closed and further 
surgical treatment postponed to await the 
pathologic diagnosis which described the spe- 
cimen as showing poorly differentiated squam- 
ous cell carcinoma in fibrous connective tissue. 

Reoperation was performed on January 30: 
vulvectomy, followed by dissection en bloc of 
the inguinal and femoral gland regions on the 
left side. The entire vulva was removed by 
two circular incisions. The inner incision was 
made along the border of the carunculae myrti- 
formes. The outer one included the clitoris. 
In the region of the removed Bartholin’s gland 
and tumor the tissue was thickened, indurated 
and grayish tan. This tissue was removed and 
the vulvectomy wound closed. Temporary 
dressings were applied, and the patient was 
prepared for dissection of the glands. A Foley 
catheter was placed in the bladder. 

The incision for the en bloc dissection was 
made diagonally across the inguinal region, as 
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in hernia repair, and extended down to the 
apex of the femoral triangle. The skin and 
subcutaneous fascia were undermined and 
retracted. A wide dissection was performed 
at the proximal end. All tissue down to the 
external oblique aponeurosis, the pectineus 
fascia, and the fascia lata was removed. The 
saphenous vein was doubly ligated and severed 
about 2 inches (5 cm.) distal to the sapheno- 
femoral juncture. Two of its tributaries were 
similarly treated. The innermost compartment 
of the femoral sheath was opened. Cloquet’s 
gland was not observed, but two lymph vessels 
and a small amount of fat were removed. 


The external aponeurosis was not opened 
for dissection and removal of glands in the 
obturator and external iliac regions. The pa- 
tient’s condition required another unit of 
blood (the third), and further surgical ma- 
neuvers seemed inadvisable. The wound was 
closed and pressure dressings applied, and a 
Rugby supporter was placed over all. The pa- 
tient’s condition at the conclusion was satis- 
factory. The operating time was three and 
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one-half hours. 

The pathologic diagnosis (Fig. 1) was as 
follows: 

“1. Moderately well differentiated squamous 
cell carcinoma in Bartholin’s gland and fibrous: 
connective tissue. Fibroadipose tissue the seat 
of acute and chronic inflammation. 

“2. Acute and chronic inflammation of sub- 
cutaneous fibroadipose tissue of vulva. Cli- 
toris: no pathologic diagnosis. 

“3. Lymph nodes (5 of 5 sections) : no path- 
ologic diagnosis.” 

The vulvectomy wound healed by primary 
intention. There was partial necrosis with 
disruption in the inguinal wound. Secondary 
closure in the patient’s bed was not successful, 
and healing by granulation required about 
three weeks. The Foley catheter was removed 
on the fifth day. The patient was out of bed 
on the third postoperative day and was dis- 
charged from the hospital on February 29, 
with the inguinal wound almost healed. She 
requested an exact diagnosis, and the depres- 
sion that followed was alleviated by Dexamy]. 


: 
Fig. 1—Photomicrograph showing typical Batholin’s glands at BG and squamous cell carcinoma at Ca. 
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Fig. 2.—Completed operation. 


The stress incontinence was relieved by Pro- 
banthine. 

After the inguinal wound was healed, 24 
roentgen treatments were given, as follows: 
Daily dose of 250 r on the skin through 2 
anterior 10 by 15 cm. portals and 2 posterior 
portals, the anterior and posterior portals 
being alternated. The total dose was 3,000 r 
on the skin to each portal. The factors used 
were: 400 kilovolts, 5 milliamperes, a modified 
Thoraeus filter, HVL 4.25 mm. of copper, and 
13.5 r roentgens in air per minute. 

The patient has been examined every six 
months in a little over three years since the 
operations. There is no evidence of regional 
recurrence, spread or metastasis. She offers 
no complaints and is apparently enjoying a 
normal life. There is no dyspareunia. A cur- 
rent photograph is presented. 


SUMMARY 


A case of squamous cell carcinoma of 
Bartholin’s gland in a 66-year-old Negress 


WERNICKE: CARCINOMA OF BARTHOLIN’S GLAND 


is reported. Vulvectomy and dissection en 
bloc of the left inguinal and femoral gland 
regions were performed. Three years 
later the patient was living normally, with 
no complaints. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall von Schuppen- 
zellkarzinom einer Bartholinschen Driise 
bei einer 66 jahrigen Negerin berichtet. 
Es erfolgte eine Vulvektomie und eine 
Blockresektion der Lymphknoten der link- 
en Leistenund Oberschenkelgegend, Zwei- 
einhalb Jahre nach der Operation war die 
Patientin am Leben und beschwerdefrei. 


RESUMEN 


Se comunica un caso de carcinoma espi- 
nocelular de la glandula de Bartholin en 
una mujer negra de 66 afios de edad. Se 
realiz6 una vulvectomia con diseccién en 
bloque de los ganglios de las regiones in- 
guinal y femoral izquierdos. Dos anos y 
medio después la paciente se encontraba 
viviendo normalmente y sin molestias. 


RESUME 


Rapport d’un cas de carcinome de la 
glande de Bartholin chez une femme noire 
de 66 ans. Vulvectomie et dissection en 
bloc des régions glandulaires inguinales 
et fémorales. Deux ans et demi aprés, la 
guérison se maintenait. 


RIASSUNTO 


Viene descritto un caso di carcinoma a 
cellule squamose della ghiandola di Barto- 
lino, osservato in una vecchia negra di 66 
anni. Fu eseguita una vulvectomia segui- 
ta dall’asportazione in blocco delle linfo- 
ghiandole inguino-crurali di sinistra. Ri- 
vista dopo due anni e mezzo, la paziente 
conduceva vita normale e non aveva dis- 
turbi. 


‘ 
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Politics is largely governed by sententious platitudes which are devoid 
of truth. 


One of the most widespread popular maxims is, “Human nature cannot 
be changed.” No one can say whether this is true or not without first de- 
fining “human nature.” But as used it is certainly false. When Mr. A 
utters the maxim, with an air of portentous and conclusive wisdom, what 
he means is that all men everywhere will always continue to behave as 
they do in his own home town. A little anthropology will dispel this be- 
lief . . . There is one peculiarly pernicious application of the doctrine 
that human nature cannot be changed. This is the dogmatic assertion that 
there will always be wars, because we are so constituted that we feel a 
need of them. What is true is that a man who has had the kind of diet and 
education that most men have will wish to fight when provoked. But he 
will not actually fight unless he has a chance of victory. It is very annoy- 
ing to be stopped by a policeman, but we do not fight him because we 
know that he has the overwhelming forces of the state at his back. People 
who have no occasion for war do not make any impression of being psy- 
chologically thwarted. Sweden has had no war since 1814, but the Swedes 
are one of the happiest and most contented nations in the world. The 
only cloud upon their national happiness is fear of being involved in the 
next war. If political organization were such as to make war obviously 
unprofitable, there is nothing in human nature that would compel its 
occurrence, or make average people unhappy because of its not occurring. 
Exactly the same arguments that are now used about the impossibility of 
preventing war were formerly used in defense of dueling, yet few of us 
feel thwarted because we are not allowed to fight duels. 

—Russell 
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referred to as capillary hemangioma 

and popularly known as a port wine 
stain, is characterized by proliferation of 
the superficial vascular plexus within the 
dermis. Clinically it is a flat, smooth area 
of skin with discoloration varying from 
pale brown to purple red. All variations 
in intensity may be present, depending on 
the number and the degree of dilatation 
of the capillaries and their location in re- 
lation to the surface (Fig. 1). The capil- 
laries are of the mature adult type and 
do not differ morphologically from the 
blood vessels of similar caliber in unaf- 
fected parts. 

The port wine mark is much less com- 
mon than are other forms of hemangioma. 
It affects the female about twice as fre- 
quently as the male. It has a definite 
predilection for the face, though large 
areas of the extremities and trunk may be 
involved. On the face it usually involves 
one side and may vary in size from a 
small patch to the entire half of the face 
and neck. The oral mucosa and conjunc- 
tiva are often affected. 

The lesion appears at birth, but during 
the first year of life its intensity may 
change. It rarely fades; more often it 
gains in intensity. An exception is the 
telangiectasia nuchae, a red spot over the 
nape of the neck frequently observed in 
infants, which usually disappears within 
the first few years. 

The naevus flammeus does not show any 


NY flammeus or nidosus, often 
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tendency to spread, except to keep pace 
with the growth of the patient. It does 
not ulcerate, and the danger of malignant 
degeneration may be discounted. In later 
life the involved skin sometimes thickens, 
becomes coarse and gives rise to multiple 
small hemangiomatous nodules. The capil- 
lary hemangioma is occasionally accom- 
panied by other vascular anomalies like 
diffuse hemangiomatous hypertrophy of 
the lip. Its association with hemangioma 
of the brain (encephalofacial angiomato- 
sis; Sturge Webber’s disease) and with 
other neuropathic manifestations have 
been reported. 

It is true that the naevus flammeus pre- 
sents a purely cosmetic disability, but 
this does not lessen its importance. On 
the face, if it involves a large area and its 
color is intense, it may be classified among 
the most severe disfigurations. It attracts 
morbid attention and from early child- 
hood creates a repulsive impression. In 
modern civilization its social and eco- 
nomic implications are severe. The psycho- 
logic effect upon the patient is particularly 
serious. It is primarily the patient with a 
naevus flammeus of the face who seeks 
medical assistance, and it is such patients 
with whom this article is concerned. 

Nonsurgical Treatment.—Methods have 
been suggested from time to time for the 
treatment of capillary hemangioma. It is 
now universally recognized, however, that 
any procedure based upon the assumption 
that the naevus flammeus can be elimi- 
nated or attenuated by removal or destruc- 
tion of superficial layers of skin is doomed 
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to failure. If sufficient dermal elements are 
left behind to permit spontaneous regener- 
ation, the regenerated skin will exhibit 
the same characteristics as the original 
one. Thus superficial desiccation, blistering 
with carbon dioxide snow, abrasions, etc., 
have no practical value. A few radiologists 
claim that contact roentgen rays or Grenz 
rays reduce the deep color in some capil- 
lary hemangiomas.' is almost generally 
accepted, however, that irradiation in safe 
doses has little to offer. In fact, the ma- 
jority of port wine nevi hemangioma 
coming to operation exhibit a radioderma- 
titis of varying degrees superimposed 
upon the nevus. In these cases it is the 
radiodermatitis—with its sequelae, scar- 
ring, ulceration and the possibility of ma- 
lignant degeneration—that furnishes the 
primary indication for surgical interven- 
tion; such conditions, therefore, are be- 
yond the scope of this paper. 

In recent years the use of THORIUM X 
has been recommended as a _ successful 
adjunct in the treatment of these lesions.? 
This agent is considered inoccuous. Its 
active element is the alpha particle, whose 
penetration is limited to the thickness of 
a sheet of paper. It is applied in varnish 
or alcohol and is painted over the lesion. 
The usual course consists of sixteen treat- 
ments six weeks apart. Lacking personal 
experience with this substance, I can only 
quote from H. G. Wallace: “While it does 
not eliminate the staining, in two-thirds 
of the cases treated (about 70) the in- 
tensity of the discoloration was reduced. 
The response was far from uniform and 
predictable.” The experience of other 
dermatologists has been less encouraging, 
and many of them have abandoned this 
form of treatment. 

Another method that has strong advo- 
cates is camouflage by tattooing with in- 
soluble inorganic pigments.* Obviously, 
the darker or more deeply purple the 
lesion, the more difficult it is to neutralize 
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it with pigment. The tattooed area does 
not blend with the normal skin; it does 
not match it in texture and color; it has 
a granular and uneven appearance re- 
sembling the effect of an ineptly applied 
cosmetic.*;> Its value may be that it 
softens red lesions and facilitates the ap- 
plication of cosmetics, but it fails when 
assistance is most needed, namely, when 
the discoloration is particularly intense. 

At present, camouflage by cosmetics is 
the most widely used method of concealing 
port wine stains. Several creams, as well 
as a variety of pancake makeups and 
“cover marks,” are available for this pur- 
pose. Again, the darker the lesion the 
thicker the layer of makeup required to 
conceal it. Local application alone is un- 
satisfactory, since the area stands out in 
contrast to the surrounding skin. The only 
satisfactory way to apply the makeup is to 
cover the entire face with a uniform layer. 
Many women object to such heavy arti- 
ficial makeup, and it is particularly ob- 
jectionable to men. 

The current attitude of the dermatolo- 
gist on the treatment of port wine marks 
has been summed up in a recent textbook,’ 
which states that the hazards of any effec- 
tive treatment are so great that it is best 
not to treat naevus flammeus at all. 


Surgical Treatment.—This consists of 
excision of the involved skin and appropri- 
ate replacement, It is not the intention of 
this paper to suggest that every port wine 
mark should be so treated. In view of the 
ineffectiveness of the nonsurgical treat- 
ment, however, it is pertinent to determine 
what surgical measures can offer. The limi- 
tation of surgical treatment is that most 
resurfacing procedures, e. g., flaps and 
grafts, are functionally adequate but cos- 
metically not equally satisfactory. They 
do not always match the normal skin in 
texture and color. This discrepancy in 
coloring, however, will never be so pro- 
nounced as in the case of a severe naevus 
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LEWIN: NAEVUS FLAMMEUS 


Fig. 1.—Naevus flammeus (specimen in Case 1). Note increased number and caliber of capillaries 

in the subepithelial layer. Similar observations were made within the cutis. The subepithelial site 

of the vessels was most frequently seen in the specimens examined, though it is not necessarily typi- 
cal of all kinds of capillary hemangioma. 


flammeus, and often the substitute skin 
can be made quite acceptable by a judicious 
selection of grafts and flaps. In this re- 
spect, surgical treatment of port wine 
stains is more promising than any other 
modality. Any operation, of course, in- 
volves formation of scars and carries the 
possibility of certain complications that 
are the sequelae of a normal healing proc- 
ess—shrinkage of grafts and contracture 
of scars, which in turn may lead to forma- 
tion of cicatricial bands, distortion of the 
facial structures and obliteration of the 
facial features. Such an effect can easily 
nullify the color improvement and replace 
a congenital deformity with a surgical 


one. The injudicious use of the available 
surgical technics, such as simple applica- 
tion of one extensive split skin graft, 
no matter what the size and location 
of the lesion, is responsible for the pre- 
vailing opinion that the surgeon has noth- 
ing to offer in the treatment of naevus 
flammeus. Surgical planning must there- 
fore be directed toward keeping the scar- 
ring to a minimum and avoiding cicatricial 
deformities. Such a surgical plan, pred- 
icated on the maximum cosmetic im- 
provement, may require several operative 
stages. Although these procedures are not 
life-endangering (they require a minimum 
of hospitalization and involve an average 
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convalescence of two weeks), the whole 
treatment may require a great deal of 
economic and emotional effort, of which 
every patient is not capable. The severity 
of disfigurement and the patient’s per- 
sonality must be equated with the antici- 
pated result and the extent of the surgical 
effort. Frank discussion with the patient 
will eliminate several candidates unsuited 
for operation and will realistically prepare 
the few who go through with the treat- 
ment. 

What surgical intervention can accom- 
plish can best be illustrated by presenta- 
tion of a few cases. These cases were 
selected not only with a view to demon- 
strating the end result but because the 
problems and complications encountered 
are of interest. Although the surgical plan 
depended on the location and extent of the 
lesion, it always evolved from the follow- 
ing considerations: 

The best cosmetic result could be ob- 
tained by utilizing the adjacent facial and 
cervical skin. Resurfacing with contiguous 
skin offered the best match in texture and 
color. Amazingly large areas on the face 
could be replaced by repeated excisions 
and advancement or rotation of adjacent 
flaps.° This was always the first choice for 
resurfacing the kinetic part of the face, 
the cheeks and lips. On a man’s face the 
normal outline of hair distribution limited 
the extent of this procedure. On a woman’s 
face the cheek skin could be moved advan- 
tageously into the infraorbital and tem- 
poral regions. 

In moving skin flaps across the cheek 
and into adjacent areas, any tension in the 
vicinity of the facial cavities was avoided, 
lest distortion of the features (lips, nos- 
trils and lids) follow. An attempt was al- 
ways made to place scars within the facial 
lines and folds, thus concealing the scar. 
Traversing them at right angles tends to 
obliterate the facial expression. 

Obviously such a plan is feasible only 
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if there is some uninvolved skin on the 
cheek. If the lesion extends over the en- 
tire face and includes the neck, little can 
be accomplished by this method. In such 
cases the only alternative was a large, 
thick split thickness graft covering the 
entire cheek and parts of the neck. This 
simplified the treatment and reduced the 
number of operative stages. The cosmetic 
end result, however, was less assured. 
Skin flaps other than those taken from 
adjacent skin were scrupulously avoided 
when possible, but they had to be used oc- 
casionally. Not only did their transfer in- 
volve multiple stages, but they were too 
bulky, differing in color and texture from 
the surrounding skin. Massive skin flaps 
on the kinetic parts of the face conceal 
facial expression, giving the patient a 
mask-like appearance—a deformity more 
startling than any pathologic discoloration. 
The para-orbital region (eyelids, both 
canthi), has its own tegumental character- 
istics—thin skin with little subcutaneous 
tissue. Adjacent skin cannot be moved into 
it from either the forehead or the cheek. 
This area was the exclusive site for the 
free skin graft. Selective full thickness 
grafts from behind the ear and above the 
clavicle “took” well in this location, had 
a minimal contractural tendency and 
matched the normal color of the region 
fairly well. The postauricular skin was 
particularly desirable for this purpose. On 
occasion I used all of this skin as a graft, 
substituting for it a split skin graft, 
which was perfectly adequate in this con- 
cealed location. The postauricular skin 
could be cut thin enough to resurface the 
upper lid and maintain its suppleness and 
the normal skin folds. On the lower lid and 
around the canthi the supraclavicular skin 
was used to equal advantage. Along the 
margin of the lower lids, large skin grafts 
were not considered desirable, since even 
slight contracture, though it did not pro- 
duce outright ectropion, resulted in widen- 
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ing of the eye fissure. In some cases the 
infraorbital region was resurfaced first 
and another similar graft used along the 
margin of the eyelid at a later stage. The 
eyebrows were not disturbed. Their re- 
placement by a free graft or flap is inade- 
quate and too involved. The underlying 
hemangioma was concealed in varying de- 


Fig, 2 (Case 1; see text).—A, original condition (lesion 

operation. C, diagrammatic arrangements of skin grafts around the orbit. D and E, diagrams of ro- 

tation flap from the cheek (second operation i — —_— the subsequent revision of scars); F, 
nal result. 
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grees by the hair of the eyebrows. In 
women, the eyebrow pencil afforded an ad- 
ditional camouflage. 

Selected free skin grafts were also pre- 
ferred for resurfacing of the nose. In 
placing the skin grafts over the irregular 
surfaces around the eye and nose, the di- 
rection of the scars is of paramount im- 


was bright red). B, appearance after the first 
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portance. Particularly in the inner can- 
thus, any straight scar contracts and 
forms bands which are very noticeable. 
On the forehead, full thickness skin 
grafts from the inner surface of the upper 
arm or the proximal and medial surfaces 
of the thigh were sometimes employed. 
The thin skin of these regions offers ex- 
cellent grafting material. When large de- 
fects of the forehead and cheeks had to be 
grafted, however, a thick split skin graft 
was preferred. Large grafts, 4 by 6 inches 
(10 by 15 cm.), could be obtained with 
ease. Their “take” was reasonably assured, 
and their appearance was not much differ- 
ent from that of the full thickness graft. 
All free grafts were overcorrected and 
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cut considerably larger than the defect. 
The coloration of the free graft was some. 
what unpredictable. In some cases, after 
a considerable time, the graft blended 
beautifully with the surrounding skin. In 
a dark-skinned person, it was likely to 
acquire a brownish tint. In fair-skinned 
persons it sometimes remained too white. 
In a man its hairlessness was an additional 
undesirable factor. This disadvantage 
could be minimized by tattooing fine black 
dots that gave the appearance of hair 
follicles. 

When the resurfacing was completed, in- 
dividual scars were revised if it appeared 
that they could be improved. Hypertrophic 
scarring was not encountered, but the 


Fig. 3 (Case 2; see text).—A and B, preoperative condition. Lesion was dark purple. C, diagram- 

matic presentation of rotation and advancement of the cheek flap. Interrupted line indicates final 

position of flap after two operations and corresponds to the condition in C. C, diagram of a rota- 

tion flap from cheek to upper lip. D, intermediate condition after rotation of the cheek and para- 

orbital resurfacing with free grafts. Note scarring of graft on nose. F, tubed neck flap to nose. 
and H, final result. 


496 


| 

| 


VOL. XXIII, NO. 4 


Fig. 4.—A, diffuse capillary hemangioma of lower lip and left cheek. Discoloration varied from 
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light red on lower lip to spotty blue on cheek, with maximum intensity on lower lip. Note hypertrophy 
of lower lip, B, appearance after correction of hypertrophy of lower lip and application of cosmetics. 


quality of the scars was not uniform. In 
a majority of cases they were not con- 
spicuous and did not detract from the final 
result. In persons with thick, coarse skin 
the scars had a tendency to spread and 
were more noticeable. 

Occasionally, in large grafts, spotty 
necrosis occurred owing to hematomas and 
the small scars marred the smooth appear- 
ance of the graft. Tiny hemangiomatous 
spots were noted in a few instances along 
the scars, but they did not enlarge. Pos- 
sibly minute strips of the lesion were left 
behind during the dissection. 


REPORT OF CASES 


CASE 1—A young nurse had a capillary 
hemangioma on the left side of the face (Fig. 
2A). The lesion originally had been smooth, 


but in recent years hemangiomatous nodules 
had appeared on its surface. The patient had 
been discouraged ten years earlier from doing 
anything about her deformity. At the age 
of 30 she decided to seek help again. 

At the first operation (Fig. 2B) a supra- 
clavicular graft was divided into two frag- 
ments and used to resurface the side of the 
nose and the immediate infraorbital region. 
A flap from the cheek replaced the hemangioma 
below the skin graft (Fig. 2, C and D). This 
constituted the second operation. In a third 
operation a postauricular graft was used along 
the margin of the lower lid and at the inner 
canthus. Another graft was placed on the 
upper lid, and the scars on the cheek were re- 
vised. A lesion on the lip was excised. Each 
operation required about two weeks’ convales- 
cence. The operations were spaced throughout 
a year. 

The result was very gratifying (Fig. 2F). 
The scars were negligible. The free graft 


blended well on the cheek but contrasted 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


slightly with the skin of the nose. This could 
easily be concealed with ordinary makeup. The 
patient was well satisfied. 

CASE 2.—A patient had a vivid purple nae- 
vus flammeus occupying the major portion 
of the left side of the face (Fig. 3, A and B). 
In recent years noticeable thickening and 
nodule formation had taken place within the 
lesion. 

The normal skin from the lower and lateral 
part of the face was advanced to cover the 
entire cheek and was moved into the temporal 
region (Fig. 3, C and D). Later (Fig. 3E) a 
flap from the cheek was rotated into the upper 
lip. The forehead was covered with a thick 
split graft. In this swarthy patient the graft 
became pigmented. The paraorbital region 
was resurfaced with postauricular grafts. 
The involved temporal half of the eye-brow 
was narrowed when the adjacent tissues 
were excised and was tattooed to improve its 
coloring. The nose was covered with a supra- 
clavicular graft. Subsequently cysts and ab- 
scesses kept developing in the graft on the 
nose, ruining its appearance. The original 
hemangiomatous lesion on the nose involved 
thick skin, with hypertrophy of sebaceous 
glands. In order to avoid exposure of nasal 
cartilages and fat the dissection was kept on 
a superficial plane, and evidently sebaceous 
elements were left behind. Eventually the skin 
graft was sacrificed and the nose resurfaced 
with a low cervical tubed flap, but the result 
was far from satisfactory (Fig. 3F'). The flap 
likewise became hyperpigmented, and _ its 
smooth and bulky appearance looked unnatural 
on the face. 

The flap on the nose, the pigmentation on 
the forehead, the noticeable scars and the con- 
trast between the thick bearded skin on the 
cheek and the paraorbital grafts (Fig. 3, G 
and H) detracted from the final result. Never- 
theless there was unquestionably a marked im- 
provement over the original condition. 

CASE 3.—The patient was a young girl with 
hypertrophy of the lower lip and hemangioma 
of the lower lip and left cheek (Fig. 4A). 
Parts of the lesions were uniformly soft red; 
other parts showed mottled blue discoloration 
of varied intensity. 

The lip was reduced, but resurfacing of the 
hemangioma of the cheeks was not considered, 
as the discoloration was subdued and could 
easily be covered with cosmetics. The more 
intense area on the lower lip was tattooed 
(Fig. 4B). 


SUMMARY - 


The naevus flammeus is a severe dis- 
figurement for which patients invariably 
seek help. Since nonsurgical treatment has 
proved unsatisfactory, the surgical possi- 
bilities need to be explored. 

Reviewing his own experience in these 
cases, the author has concluded that ex- 
cision and surgical resurfacing, despite 
obvious limitations, may offer a degree of 
improvement that cannot be matched by 
other forms of treatment. 

It cannot be denied that surgical treat- 
ment is more complex and hazardous, de- 
manding more effort and sacrifice from the 
patient, but it remains the preferred ap- 
proach in selected cases. 


RESUME . 


Le naevus flammeus provoque une dé- 
figuration grave. Etant donné l’éche du 
traitement conservateur, les possibilités 
de la chirurgie doivent étre étudiées. 

L’auteur expose ses résultats personnels. 
Il est convaincu que |’excision chirurgicale 
avec greffe, en dépit de ses limites, offre 
des possibilités impossibles 4 obtenir par 
d’autres moyens. 

Le traitement chirurgical est plus déli- 
cat, ses risques sont plus grands, il exige 
des sacrifices de la part du malade; mais 
il reste le traitement de choix dans des 
cas sélectionnés. 


RESUMEN 


El naevus flammeus produce desfigura- 
cién grave, por la que los pacientes buscan 
atencién. Ya que el tratamiento no quirtr- 
gico es insatisfactorio, es necesario ex- 
plorar las posibilidades quirtrgicas. 

Revisando su propia experiencia con 
estos casos el autor considera que la extir- 
pacién y reconstruccién quirtirgica, a 
pesar de sus limitaciones ofrece mejorias 
que no pueden alcanzarse por otros mé- 
todos. 
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No puede negarse que el tratamiento 
quirtirgico atin cuando complejo y con 
riesgo, y de mandando mayor esfuerzo y 
sacrificio del paciente, sigue siendo el me- 
jor medio de abordar ciertos casos. 


SUMARIO 


Naevus flammeus acarreta perturba- 
codes estéticas que invariavelmente levam 
os pacientes 4 consulta médica, Visto nao 
ter sido satisfatéria o tratamento nao 
cirtrgico, as possibilidades cirtirgicas de- 
vem ser exploradas. 

O autor por sua prépria experiéncias 
em tais casos, est&é convencido que ha 
exerese e a nova cobertura da Area com- 
prometida, apezar de limitacdes dbvias, 
oferece um grau de melhoria que nao pode 
ser igualado por outros métodos. 

Nao pode ser negado que o tratamento 
cirirgico embora mais complexo e peri- 
goso, exigindo ainda mais esfor¢o e sacri- 
ficio por parte do paciente, constitue o 
método preferivel em casos selecionados. 


RIASSUNTO 


I nervo vascolari sanguigni sono causa 
di un notevole grado di deturpazione da 
cui i pazienti chiedono invariabilmente di 
essere liberati. Dato che i metodi di cura 
incruenta non hanno dato risultati soddis- 
facenti, é bene studiare quali possibilita 
abbia in questo campo la chirurgia. Ri- 
vedendo la propria esperienza, l’autore si 
dice convinto che la asportazione chirur- 
gica del nervo e la relativa plastica off- 
rono, malgrado alcune ovvie limitazioni, 
dei miglioramenti non ottenibili con altri 
metodi. Non si pud comunque negare che 
la cura chirurgica, per quanto sia pit 
complessa e richieda pit sacrifici da parte 
del paziente, rimane la migliore in casi 
opportunamente selezionati. 
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Der Naevus flammeus fiihrt zu schwer- 
en Entstellungen, die den Kranken un- 
fehlbar veranlassen, Hilfe zu suchen. Da 
die Behandlung mit nicht chirurgischen 
Verfahren unbefriedigend ist, wird eine 
Untersuchung der chirurgischen Behand- 
lungsméglichkeiten notwendig. 

Eine Uberpriifung seiner eigenen Er- 
fahrungen bring den Verfasser zu der 
Uberzeugung, dass trotz offensichtlicher 
Beschrinkungen die Exzision und chirur- 
gische Wiederherstellung der Haut zu 
Besserungen in einem Grade fiihren, die 
von keiner anderen Methode erreicht 
werden. 

Es lasst sich nicht bestreiten, dass in 
ausgewahlten Fallen die chirurgische Be- 
handlung den Vorzug verdient, auch wenn 
sie komplizierter und riskanter als andere 
Verwahren ist und gréssere Anforder- 
ungen an die Geduld und Opferwilligkeit 
des Patienten stellt. 
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Use of Viable Intestinal Segments 


for Plastic Operations on the Urinary Bladder 


HE number of procedures designed 
i use on or replacment of the uri- 

nary bladder are so numerous that 
another approach may seem superfluous, 
yet it seems that the very multiplicity of 
such operations attests to their inadequacy. 
New advances in the fields of physiology, 
biochemistry, bacteriology and pharmacol- 
ogy have encouraged surgeons to attempt 
a more radical attack upon pelvic neo- 
plasms, With these new advances, many 
procedures that were doomed to failure 
may now become feasible. 

The procedure presented here incorpo- 
rates several advantages over methods now 
in use. The surgical technic involved is 
relatively easy, with no need for ureteral 
anastomoses, and there is no fecal contami- 
nation. The bladder wall about the ureteral 
orifices is preserved to save the action of 
the intramural portion of the ureter. Thus 
the patient is able to void through the 
natural orifice and needs no bags or cathe- 
ters. 

Procedure.—Two methods of transplant- 
ing the small bowel to the trigone area were 
used in this study. 

Method 1: For this experimental study, 
healthy male dogs weighing 25 to 30 
pounds (9.1 to 11.3 Kg.) were given 1 Gm. 
of sulfathalidine and 400,000 units of peni- 
cillin daily for three days preoperatively. 
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The dogs were starved for twenty-four 
hours before the operation. 


With the animal under sodium nembutal 
anesthesia (1 cc. per 5 pounds [2.3 Kg.] 
of body weight) the abdomen was shaved 
and prepared with soap, iodine and al- 
cohol before being draped with sterile 
sheets. The operating surgeons used sterile 
gloves. A midline incision with extension 
to the right side of the penis was used. 
When the peritoneal cavity was entered, 
a segment of small bowel close to the uri- 
nary bladder was selected. A segment with 
an adequately long branch of the mesen- 
teric artery was usually observed to be 
ileum. This segment, about 8 to 10 cm. in 
length, was transected and its mesenteric 
artery freed down to the root of the mesen- 
tery. Both open ends of the bowel that 
remained after removal of the segment 
were inverted and closed, a two-layer in- 
verting suture being used. The proximal 
and distal loops of bowel were anastomosed 
by a side-to-side technic to produce a stoma 
matching the bowel diameter in size, No. 
3-0 chromic sutures were used on the mu- 
cosal layer and No. 3-0 silk on the serosal 
layer. 

The isolated segment was opened along 
its antimesenteric border (Fig. 1A). Four 
silk stay sutures were inserted, one into 
each quadrant of the lower portion of the 
bladder, which was then amputated down 
to the trigone area. Bleeding points were 
clamped and ligated. The open bowel seg- 
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ment, with its mucosa intact, was anasto- 
mosed to the trigone with Connel No. 3-0 
chromic suture and serosal interrupted No. 
3-0 black silk suture (Fig. 1, B and C). 
The abdomen was closed in layers. The 
dog was given fluids the day after the 
operation, and antibiotics were continued 
for three days. 

Method 2: Healthy dogs weighing 20 to 
30 pounds (9.1 to 14.1 Kg.) were used in 
this series. Preoperatively the animals 
were given Neomycin, 1 Gm. orally, for 
three days. They were starved, except for 
water, for twenty-four hours prior to the 
operation. Intravenous sodium nembutal, 
1 ec. per five younds of body weight, was 
used for anesthesia. The abdomen was 
shaved, prepared with tincture of mercre- 
sin and draped with clean nonsterile towels. 
Clean nonsterile gloves were used by the 
operating surgeons. 

The abdomen was opened through a mid- 
line incision extending to the right of the 
penis. Bleeding points were clamped and 
ligated. The peritoneum was opened, and 
a segment of ileum about 20 cm. long was 
selected because of its proximity to the 
urinary bladder. The smaller branches of 
the blood vessels from the intestine were 
followed through the arcuate arteries to 
the root of the mesentery. These small 
branches were clamped and ligated as they 
were encountered, the segment of choice 
being completely isolated from the rest of 
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the intestine. It was clamped and ligated 
and an end-to-end or a side-to-side anasto- 
mosis was done, the free intestinal segment 
being left with its own blood and nerve 
supply coming directly from the mesen- 
tery. A two-layer No. 3-0 silk suture was 
used throughout the procedure. 

The proximal end of the isolated seg- 
ment of intestine was inverted and closed, 
No. 3-0 silk sutures being used. We at- 
tempted to make the segment of bowel of 
such a length that it would hold the same 
volume of urine as the dog’s bladder, ap- 
proximately 75 to 150 cc. The bladder was 
transected at the trigone, the ureteral ori- 
fices being left intact. The distal end of 
of the isolated segment of ileum was 
anastomosed to the remaining stump of 
trigone, a No. 3-0 running chromic suture 
being used on the inner layer and a No. 
3-0 running silk suture on the outer layer 
(Fig. 1D). The abdomen was closed in 
layers. The animals were given 500 cc. 
of saline solution subcutaneously after the 
operation, and water given by mouth was 
started the next day. They were given 
400,000 units of penicillin daily for a week 
after the operation. 

Results.—A series of 4 dogs was used with 
Method 1, Method 2 was used on 6 dogs. 
In each series there was 1 anesthetic death. 
Studies carried out on the 8 surviving ani- 
mals included test for nonprotein nitrogen, 
urine cultures, intravenous pyelograms 
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Fig. 1—Operative procedure (see text). 
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Fig. 2.—Intravenous 


and laparotomies with biopsies. 

Preoperatively the upper limit of the 
nonprotein nitrogen values was 38 mg. per 
hundred cubic centimeters. For the first 
postoperative month they rose to 40 to 42.5 
mg. per hundred cubic centimeters and 
then returned to the preoperative levels. 

Postoperative urine cultures were nega- 
tive for 6 of the animals. Cultures on the 
other two animals showed Aerobacter 
aerogenes, Microscopic studies of the urine 
on the animals with positive cultures 
showed 25 to 30 white cells and 8 to 12 
red blood cells per high power field, dis- 
integrated epithelial cells. Albumin was 
present in these specimens. 

At six weeks, three months, and six 
months intravenous pyelograms, taken 
with the use of 20 cc. of 70 per cent Iopax, 


pyelograms (see text). 
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showed good concentration of the dye and 
no dilatation of the ureters. The trigone 
had become hypertrophied upward, so that 
within six weeks it was the size of the 
original bladder (Fig. 2A). The animals 
voided no more than usual. With Method 2 
the intestinal segment contracted down- 
ward as the urinary bladder remnant be- 
came hypertrophied (Fig. 2B). Laparoto- 
mies were done at intervals of one and a 
half, three, six and twelve months. Biopsy 
specimens of the juncture of the bladder 
and the intestinal segment were taken and 
studied microscopically. At operation 
shreds of mucus were observed in the 
urine within the bladder. In 1 animal a 
number of bladder calculi had formed 
about the deeply placed nonabsorbable silk 
sutures. 
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Microscopically the mucous membrane 
of the intestine had undergone mucoid de- 
generation, and the villae contained goblet 
cells (Fig. 3A). The transition epithelium 
of the bladder tended to grow right over 
the intestinal mucous membrane (Fig. 3B). 
The hypertrophied bladder remnant, when 
filled and stimulated with the animal under 
barbiturate anesthesia, emptied but did 
not empty completely, as does a normal 
dog’s. Davids and Bellwin' did not ob- 
serve any hypertrophy of the bladder rem- 
nants as we did in our experiments. 


COMMENT 


Kirwin® classified the general types of 
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treatment now available for bladder tu- 
mors into four groups: simple excision 
followed by cauterization or radon implan- 
tation; suprapubic or intrauretheral ex- 
cision; total cystectomy with ureteral 
transplant, and radium and roentgen ther- 
apy. The treatment utilized depends upon 
the type of pathologic condition present 
and its extent. 

According to Milner,* Marshall’s classi- 
fication is concise and inclusive: Stage O, 
limitation of spread to mucosa; Stage A, 
limitation of spread to submucosa; Stage 
B,, limitation of spread to superficial 
muscle; Stage Bo, limitation of spread to 
deep muscle; Stage C, limitation of spread 
to fat; Stage D, metastasis; Stage D,, 


Fig. 3. (Dog 2).—Juncture of bladder and bowel wall. xX 65. 
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Fig. 4 (Dog 3).—Juncture of bladder and bowel mucosa, showing reepithelization of bowel transplant 


with transectional epithelium. X 125, 


local, and Stage Dz, distant. 

Patients with tumors of Stages O, A, B,, 
and B, have shown a better survival rate 
under conservative therapy, while tumors 
of Stages C and D require radical opera- 
tion with node dissection. 

Viable intestinal segments, as well as 
other intra-abdominal structures, have 
been utilized in the past for plastic opera- 
tions on the urinary bladder. Waltman 
Walters‘ reported in 1932, in the Proceed- 
ings of the Staff Meeting of the Mayo 
Clinic, that Walter Seberring in 1922 used 
a viable small bowel transplant for replace- 
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ment of the dome of the bladder in a pa- 
tient with a chemical injury to the bladder. 
He used whole segments of small bowel, up 
to 30 cm. in length, one open end of which 
he sutured to the defect in the dome of 
the bladder. The other end he closed, He 
was able to conclude that the bladder and 
small intestine healed with a firm scar of 
connective tissue. He stated also that the 
muscular activity of the bowel prevented 
any danger of diverticulum formation. 

In 1925 Lay and others® reported at- 
tempts to use gallbladder transplants for 
the purpose of forming urinary bladders. 
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The work was unsuccessful because of the 
reported high urea absorption. Rubin® re- 
ported the formation of an artificial blad- 
der from sigmoid. Bisgard and others’ 
substituted an isolated segment of sigmoid 
colon for the bladder in a two-stage pro- 
cedure, utilizing ureteral loop substitution 
for a total cystectomy in a one-stage pro- 
cedure. Merricks® has utilized cecum for 
the bladder and ileum for the urethra. 
Barnes,® using an isolated segment of 
ileum on a monkey, reported that it re- 
sulted in a dilated atonic bladder. 


We have excised the urinary bladder - 


above the trigone and transplanted a seg- 
ment of small bowel which was split along 
its antimesenteric border. Such a simple, 
rapid procedure seemed advantageous con- 
sidering the fact that, as Milner* has 
pointed out, the average age of the pa- 
tient with a bladder tumor is 60.1 and 
his general physical status is usually poor. 
Since 75 to 80 per cent of all bladder 
tumors occur in the posterior bladder wall 
near the trigone, this procedure would 
probably be adequate and would still leave 
the required 3 cm. “safety zone” of normal 
tissue that Drew states should be left 
around the tumor when it is excised, If 
a ureter is involved, its normal end may 
be readily transplanted into the bowel 
segment. 


Although surgical treatment of the uri- 
nary bladder is simplified by its excellent 
blood supply, its interlacing muscle bun- 
dles and a rather strong mucosa, the re- 
sults of treatment thus far are poor. 
Colby" has pointed out that with muscle 
invasion the five-year survival rate is only 
10 per cent; with no muscle invasion, it 
is 64 per cent. These results might be 
greatly improved if a simple procedure, 
such as the one presented here, encouraged 
the opening of the abdomen for close in- 
spection of bladder tumors and more fre- 
quent early complete excision of bladder 
tumors from Stage A on down. 
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CONCLUSIONS 


1. Viable segments of small bowel with 
blood and nerve supply intact can be 
anastomosed to the trigone of the bladder. 

2. The bladder becomes hypertrophied 
over a period of time to the original nor- 
mal size, but it does not empty completely. 

38. The mucosa of the bowel transplant 
undergoes a mucoid type of degeneration. 

4. The kidneys show no hydronephrosis 
or signs of pyelonephritis. 

5. The nonprotein returns to normal 
after an initial elevation. 

6. This procedure might readily be uti- 
lized for tumors or injuries of the bladder. 


ZUSAM MENFASSUNG 


1. Lebensfahige Abschnitte des Diinn- 
darms mit erhaltener Blut- und Nerven- 
versorgung kénnen mit dem Lieutaudschen 
Blasendreieck anastomosiert werden. 

2. Im Laufe eines gewissen Zeitab- 
schnittes vergréssert sich die Blase zu 
ihrem urspriinglichen Umfang, es erfolgt 
jedoch keine véllige Entleerung. 

3. Die Schleimhaut des Darmtrans- 
plantats macht eine Art mukoider Degen- 
eration durch, 

Die Nieren zeigen keine Zeichen von 
Hydronephrose oder Pyelonephritis. 

5. Der Reststickstoffgehalt des Blutes 
kehrt nach einem anfianglichen Anstieg 
zur Norm zuriick. 

6. Das Verfahren lasst sich leicht bei 
der Behandlung von Geschwiilsten oder 
Verletzungen der Blase anwenden. | 


RESUMEN 


1. Los segmentos viables de intestino 
delgado con inervacién y vascularizacion 
{ntegra pueden anastomosarse al triigono 
de la vejiga. 

2. La vejiga se hipertrofia por un tiem- 
po pero no se vacia completamente. 

3. La mucosa del transplante intestinal 
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presenta degeneracién de tipo mucoide. 

4. Los rifones no muestran hidronefro- 
sis ni signos de pielonefritis. 

5. El nivel de nitrégeno no proteico 
vuelve a lo normal después de una eleva- 
cion inicial. 

6. Este procedimiento puede ser utiliza- 
do para tumores o lesiones de la vejiga. 


RIASSUNTO 


1. E’ possibile anastomizzare al trigono 
vescicale dei segmenti intestinali forniti 
del loro circolo arterioso e dei loro nervi. 

2. La vescica si ipertrofizza, ma non si 
svuota completamente. 

3. La mucosa del tenue trapiantato va 
incontro alla degenerazione mucoide. 

4. Non consegue idronefrosi né pielone- 
frite. 

5. L’azoto ureico ritorna alla norma. 

6. Il metodo pud essere usato nella cura 
di tumori o lesioni traumatiche della ves- 
cica. 


SUMARIO 


1. Segmentos viaveis de intestino delga- 
do com inervagao e irrigacao intactas po- 
dem ser anastomosados ao trigono da 
bexiga. 

2. A bexiga fica hipertrofiada durante 
certo tempo até ao tamanho normal origi- 
nal, mas nao se esvazia completamente. 

3. A mucosa intestinal transplantada 
sofre um tipo de degeneracaéo mucoide. 

4. Os rins nao apresentam hidronefrose 
ou sinais de peilonefrite. 

5. A taxa de azoto nao protéico volta 
ao normal apés uma elevacio inicial. 

6. Este método pode prontamente ser 
utilizado para tumores ou ferimentos da 
bexiga. 
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1. On peut anastomoser au trigone vési- 
cal des segments viables d’intestin gréle 
avec vascularisation . et ‘innervation in- 
tactes. 

2. La vessie s’hypertrophie, mais ne 
peut se vider complétement. 

3. La muqueuse du transplant intestinal 
subit une dégénérescence mucoide. 

4. Le rein ne montre pas d’hydronéph- 
rose ni de signes de pyélonéphrite. 

5. Le taux d’azote non protéique se nor- 
malise aprés une élévatio initiale. 

6. Ce procédé pourrait étre facilement 
utilisé pour les tumeurs ou les blessures 
de la vessie. 
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that it will encourage doctors in gen- 
eral, and orthopedic surgeons in par- 


Tine paper is presented in the hope 


ticular, to assume an expanding responsi- | 


bility in one phase of medicine that too 
frequently in the past has been distasteful 
to physicians. As a physician, it is with 
some temerity that I approach the subject, 
the great majority of essays in this field 
having been prepared by attorneys at law. 
Our machine age, mixed with a changing 
social conscience and coupled with liabili- 
ty and workmen’s compensation insurance 
as a catalytic agent, daily provides physi- 
cians with problems of legal import. 

The physician’s relation to the law and 
his responsibilities to a patient under the 
law date back to the Code of Hammaraubi,' 
the Babylonian, circa 2000 B. C. Under this 
code severe penalties were imposed upon 
a physician for his failures—the penalty 
being roughly parallel in severity with the 
standing in the community of the patient 
treated. Later, the Egyptians modified 
this responsibility and prescribed funda- 
mental precepts that pertain even today. 
That is, a physician was absolved from 
liability in prosecution for malpractice be- 
cause of failure to obtain satisfactory re- 
sults so long as he prescribed established 
treatments for a disease. Here may I 
interject a thought on your responsibili- 
ties that is universally accepted in this 
country as stated by Wilkins?? “First: 
You represent to every patient whom 
you treat that you possess that degree 
of learning and skill ordinarily possessed 
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by physicians (or surgeons, as the case 
may be) of good standing who are prac- 
ticing in this state. Second: You under- 
take to exercise reasonable care and dili- 
gence and to use your best judgment in 
treating the patient.” 

Roman law further expanded the Egyp- 
tian philosophy, but it was still rather 
harsh toward physicians who were neg- 
lectful. It was not until 1532, during 
the reign of Emperor Charles V in Ger- 
many, that the first law was enacted to 
provide for the opinion of physicians in a 
medicolegal case. These foundations were 
further elaborated in English common 
law, with later additional refinements by 
our own courts and legislatures, to such 
an extent that the physician has become 
an integral part of medicolegal procedure 
today. 

Any traumatologist today immediately 
subjects himself to the possibility of a 
legal procedure. Every injured patient is 
a potential legal litigant, who may require 
a physician to repeat factual information 
and conclude opinions of the significance 
of those facts in written reports to in- 
surance companies, to attorneys at law, 
or before legal bodies. In general, the 
physician’s relation to an injured patient 
falls into one of two categories: 1. He may 
be called upon to examine and treat a pa- 
tient for curative purposes. This is the 
prime concern of the physician and is his 
traditional role. Subsequent legal circum- 
stances become incidental, but none the 
less carve out a facet of importance in the 
duties of a doctor to his patient and com- 
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munity. Obviously it is unnecessary here 
to comment upon the manner of treat- 
ment, or the remarks made to the injured 
patient by the attending doctor, but the 
physician who manages a seriously in- 
jured patient should bear in mind the fact 
that his comments, his prescription and 
the results he obtains may be reviewed 
and evaluated by one of his colleagues 
before final disposition of the case. This 
first category includes any physician who 
serves as consultant to the attending phy- 
sician of an injured patient. In the second 
category, the physician may be requested 
to examine an injured person to obtain 
facts and then to interpret them for a 
third person, such as a defendant in a 
personal injury case, or for an insurance 
carrier under the compensation laws of 
the state. 

From the legal standpoint, the physi- 
cian’s relation and obligations to the pa- 
tient in these two general categories differ 
to some extent. His records, in either 
instance, are invaluable. These records 
should be kept from the first moment of 
his responsibility and should be sufficient 
in detail to remind him, at any future time, 
of the medical circumstances surrounding 
the patient. In illustration, a small contu- 
sion of the head, associated with a period 
of unconsciousness, weeks later may ex- 
plain headaches and otier symptoms lead- 
ing to a diagnosis of subdural hemorrhage, 
or simple recurrent headaches due to con- 
cussion. Further, a recorded contusion of 
a knee may support the subjective com- 
plaint of pain and soreness incident to an 
area of chondromalacia occurring as a 
sequela of that contusion. I am sure the 
legal circumstances surrounding so many 
patients, and the requirement of accurate 
record keeping, contributed much to the 
development of the Joint Accreditation 
Commission for Hospitals, which concerns 
itself considerably in this field. Informa- 
tion obtained from a patient, preparatory 
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to treatment, invokes the’ restrictions of 
the commonly mentioned “doctor-patient 
privilege” statutes in those states which 
grant this privilege by legislative act. This 
information includes physical observa- 
tions as well as oral disclosures. Compen- 
sation for service, or lack of it, in no way 
alters these legal restraints. The privilege 
of withholding information belongs en- 
tirely to the patient, and it may be waived 
expressly, or by implication, by him. Im- 
plied waiver of privileged communications 
is recognized in the following examples: 
“The patient himself calls the doctor to 
the stand and examines him regarding his 
physical condition—or a patient sends in 
a doctor’s certificate as part of his claim 
for benefits under an accident insurance 
policy—or a patient sues for malprac- 
tice.”* Workmen’s compensation cases 
have been exempted in the states where 
legislatures prescribe this privilege. When 
a physician examines a plaintiff patient 
purely for the purpose of obtaining medi- 
cal information and evaluating these ob- 
servations at the instance of a defendant, 
he is free to communicate his information 
without restraint of privileged communi- 
cations statutes. 

At this point I should like to digress a 
moment and point out that the doctor’s 
questioning of a patient at the instance of 
a defendant should be confined purely to 
medical matters, Obtaining information 
as to how the patient’s injuries were in- 
curred, except in a general way and inso- 
far as the mechanics of an accident may 
assist in diagnosis, is a legal investigative 
matter outside the physician’s province. 
Repetition of statements of this nature in 
court would be objected to as hearsay 
evidence. At the same time, if the phy- 
sician reminds a patient that such matters 
are legal and that he is interested only in 
medicine, the patient is usually placed 
more at ease, is given a feeling of con- 
fidence and supplies the physician with 
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more sincere medical information upon 
which an accurate report may be based. 
It is your duty to isolate his legal and 
monetary desires from his physical ills in 
your effort to give an accurate opinion of 
the patient’s disabilities. 

Occasionally, a physician receives 
through the mail a medical report blank 
accompanied with a brief polite request 
for completion for an insurance company 
or an attorney without properly signed 
authorization by a patient receiving treat- 
ment from him. Innocent completion and 


return of the blank, however accurate and 


well intentioned, without a waiver by the 
patient, imperils the physician. By the 
same token, however, acceptance of a pa- 
tient for treatment obliges a physician to 
prepare reasonably prompt reports to his 
patient’s private insurance company or to 
his patient’s employer’s insurance carrier 
under the compensation statutes. Until 
this is done, the patient will be denied the 
benefits of his claim. These reports may 
later become legal documents; hence, ac- 
curacy of their contents is essential. In- 
accurate remarks in these reports expose 
the physician to criticism and possibly to 
public embarrassment in the courtroom. 
A written narrative report on behalf of 
a patient to an attorney should be inform- 
ative in detail and simply stated, because 
it becomes the foundation of medical in- 
formation in the preparation of that pa- 
tient’s legal claim. By the same token, 
these reports to a defendant’s attorney in 
the same accurate detail are equally im- 
portant. In the preparation of a report 
the use of superlatives should be avoided, 
because they are seized upon by an at- 
torney in the courtroom to impress a jury 
when, as a rule, they are simply reitera- 
tions of statements made by the plaintiff. 
Furthermore, it is desirable to avoid 
vague descriptive terms, such as “some 
atrophy” or “a little limitation of motion,” 
in the physical examination. When obtain- 
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able, accurate measurements of circum- 
ference of an extremity eloquently de- 
scribe swelling or atrophy. The loss of 
motion in a joint is accurately determined 
by using a goniometer for angle measure- 
ment. Accurate, dependable medical re- 
ports conserve much of a physician’s time, 
because they lead to satisfactory settle- 
ment outside the courtroom in a high per- 
centage of cases. It is an axiom that a 
physician should never take sides. He is 
a scientist, who must collect the facts, 
interpret them with complete sincerity 
and, from then on, so to speak, “let the 
chips fall where they may.” 

In due course of time it becomes the 
duty of the physician in either of the afore- 
described circumstances to confer with 
the attorney to whom he has reported. 
The purpose of this'conference may be 
most easily explained by the statement of 
an attorney whom I queried on this point: 
“To discuss the case with counsel and gen- 
erally educate him as to some of the fine 
points of the case in advance of trial, and 
when requested to do so, point out to 
counsel both the strength and weakness of 
the case as related to the particular trau- 
ma giving rise to the claim.’ 

In one respect, in most states, patients 
applying for workmen’s compensation 
must be reported upon in a different man- 
ner from that employed in cases of per- 
sonal liability. Nearly all states have arbi- 
trarily established monetary values upon 
certain disabilities, for the specific pur- 
pose of having a basis on which to settle 
industrial cases with a minimum of court 
procedure. Unfortunately, for a good 
many reasons, this involves much em- 
barrassment to a physician who makes an 
honest effort to give an opinion in these 
cases, Few books have been written on 
the subject, and the few are not accepted 
by all of the several states or by all doctors 
called upon to evaluate disability. Fur- 
thermore, it is a subject that is given little 
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or no attention in medical schools, either 
in the undergraduate or the postgraduate 
years. Most important of all, the human 
mechanism cannot be measured by instru- 
ments to determine its efficiency. Great 
benefit would result from the incorpora- 
tion of a uniform course of instruction in 
the curricula of medical schools, to be 
followed by the promotion of fairly uni- 
form state rating of industrial compensa- 
tion disabilities. 

Finally, in due course, the physician 
enters the courtroom as a witness. His 
appearance is prearranged, with or with- 
out subpoena. To most physicians the 
subpoena is extremely irritating; but it 
must be remembered that the instrument 
is a device of protection to the patient 
and to the attorney requesting its issue. 
Should the physician be detained by an 
emergency case, the proceedings of the 
court may be delayed, because of the sub- 
poena, until the physician is produced to 
testify. Otherwise the case may be con- 
cluded without the benefit of his testimony, 
on which the outcome may be wholly de- 
pendent. 

An attorney, on inquiry as to what he 
wished in a physician witness, replied: 
“My first desire is to have the best. By 
that, I mean a physician who is well- 
known and well-regarded in his communi- 
ty. Secondly, I want a physician whose 
honesty and integrity are above question. 
I also want a physician who can intelli- 
gently answer questions on the witness 
stand in such a manner that the jury un- 
derstands them, Lastly, a witness must not 
become angry and lose his head when sub- 
jected to sometimes ridiculous cross-exam- 
ination by opposing counsel.’”® 

It is recognized that doctors are usually 
very busy men. They also live in a busy 
world of lawyers and judges, Another 
attorney pointed out to me that “the 
doctor who makes examinations and re- 
ports must be prepared to appear and 
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testify on reasonable notice and not ex- 
pect that all the other witnesses, the judge, 
the jury and the lawyers will always re- 
arrange their time _to suit his conveni- 
ence,’’6 

When he is seated in the witness box, 
the doctor will be at ease and his sus- 
picion of the lawyers and the courts will 
be allayed if he will remember a few 
simple rules: 1. Obey fully and sincerely 
the oath “to tell the truth, the whole 
truth, and nothing but the truth.” The 
truth is easy to remember for repetition. 
2. Never answer a question until it is 
thoroughly understood. Frequently a wit- 
ness is asked to answer “Yes” or “No.” 
If the question cannot be answered in all 
honesty, without qualification, the doctor 
should inform the court. Furthermore, 
if at any time a medical witness is in 
doubt about answering a question, he may 
appeal to the judge. Usually the judge 
will then inform the witness of the legal 
implications, if any, involved in answering 
the question. 38. Never answer a question 
unless you are adequately familiar with 
the subject. A physician gains the respect 
of the court when he says he doesn’t know 
the answer, instead of giving an evasive 
answer to cover up his lack of knowledge. 
4. Do not go afield in answering a question. 
This applies especially to doctors who pre- 
sent before the court their qualifications 
as specialists in a certain branch of medi- 
cine, In medical testimony the physician’s 
opinion as an expert is admissible in any 
field, but he must remember that the 
weight of his testimony is increased by 
his experience in the realm of the ques- 
tion. Opinion evidence is offered by one 
experienced in a subject to enlighten the 
court and assist it in applying facts so as 
to reach a correct conclusion. Dr. T. C. 
Wolff of the University of Maryland de- 
fined an expert medical witness thus: “A 
doctor of medicine, who restricts his testi- 
mony to subject matter wherein he has 
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become familiar through years of interest 
as manifested by study, research or prac- 
tice; that his competence in subject 
matter is known to his colleagues; and 
that his reputation for integrity has not 
been called into question.””? 5. Answer all 
questions directly and briefly, in ordinary 
language. Narrative detailed answers 
should be given only upon request, unless 
it is essential to make one’s reply clear to 
the jury. The doctor should never answer 
a question from the standpoint of an ar- 
biter. This is the prerogative of the jury. 
6. Make sure of a suitably dignified ap- 
pearance. A physician who appears as a 
witness should dress and conduct himself 
in a professional manner. 

To expect remuneration for services 
performed in the treatment of a medico- 
legal patient, or purely for evaluation by 
examination and appearance in court, does 
not differ in principle from expecting pay- 
ment for any other service a doctor per- 
forms. The time, effort and service given 
should determine the fee, On occasion, a 
predetermined fee can be made embarrass- 
ing on the witness stand by an attorney 
who has little else to talk about. The jury 
realizes that the physician anticipates 
being properly paid for his services. A 
doctor should discuss the fee with the 
attorney, employing him if asked to do so. 
Doctors and attorneys of good repute un- 
derstand each other sufficiently to make 
the prearrangement of fees unnecessary. 
Arrangement for a fee upon a contingency 
basis is illegal, for obvious reasons. 

Discussion of malpractice has been de- 
liberately avoided in this presentation be- 
cause it is a subject in itself and is not 
directly related to the categories dis- 
cussed. 


SUMMARY 


A physician who treats or examines an 
injured patient must carefully prepare for 
a day of accounting in the court, because 
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he has become recognized as an integral 
part of the court retinue in the final 
reckoning of the case. The relation of the 
doctor to the injured patient whom he 
treats is simply a traditional association 
with the legal element added. His relation 
to a patient whom a doctor has examined 
for a “third party” should be strictly pro- 
fessional, followed by straightforward re- 
porting, so that his scientific competence 
and integrity may never be brought into 
question. 


ZUSAM MENFASSUNG 


Der Arzt, der einen Unfallskranken be- 
handelt oder untersucht, muss darauf vor- 
bereitet sein, dass er eines Tages vor 
Gericht einen Rechenschaftsbericht abge- 
ben muss, weil er anerkanntermassen eine 
unentbehrliche Rolle bei der endgiiltigen 
gerichtlichen Regelung des Falles spielt. 
Die Beziehungen des Arztes zu den von ihm 
behandelten Unfallsverletzten unterscheid- 
en sich von dem traditionellen Verhaltnis 
zwischen Arzt und Krankem nur dadurch, 
dass das gerichtliche Element hinzutritt. 
Die Beziehung des Arztes zu einem Krank- 
en, den er fiir eine “dritte Partei’” unter- 
sucht hat, miissen auf streng professionel- 
ler Basis beruhen und zu einer ehrlichen 
Berichterstattung fiihren, sodass die wis- 
senschaftliche Tauglichkeit des Arztes und 
seine Integritat niemals in Frage gestellt 
werden kénnen. 


RESUME 


Le médecin qui traite ou examine un 
blessé doit prévoir d’étre appelé 4 témoig- 
ner un jour devant les tribunaux. II peut 
étre considéré par les tribunaux comme 
médecin traitant ou comme médecin ex- 
pert. Comme médecin traitant, il aura 
vis-a-vis de la justice le secret profession- 
nel, tandis que pour le médecin expert, le 
secret professionnel est levé. 


| 


RIASSUNTO 


Data l’importanza che il suo referto ha 
nella definizione finale del caso, un medico 
che esamini e curi un traumatizzato deve 
accuratamente prepararsi per il giorno di 
udienza. Le relazioni fra medici e trauma- 
tizzato sono quelle tradizionali fra curante 
e ammalato, con in pil’ elementi legali. Le 
relazioni fra un medico e un paziente gia 
esaminato da un altro medico di parte 
debbono essere strettamente professionali 
e la relazione dovra essere improntata alla 
massima correttezza ed obbiettivita in mo- 
do che non possano mai andarvi di mezzo 
né la competenza scientifica né l’integrita 
morale. 


RESUMEN 


El médico que examina y trata al pa- 
ciente traumatizado debe prepararse cui- 
dadosamente para un dia de cita en la 
corte, y que el esta reconocido como una 
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parte integral de la corte para el ex- 
pediente final del caso. La relacién del 
doctor con el paciente traumatizado que 
trata es simplemente una asociacién tra- 
dicional con un elemento legal. La rela- 
cién del paciente que ha sido examinado 
por un doctor para una tercera parte, debe 
ser estrictamente profesional seguida de 
una comunicacion, de manera que su capa- 
cidad cientifica e integridad no puede po- 
nerse en evidencia nunca. 
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fears. 


The worst sorrows in life are not in its losses and misfortunes, but its 


The question for us is . . . whether our fears will feed on themselves 


—Benson 


until we throw away our freedom in a wild attempt to preserve it. There 
is a great threat from overseas. But the threat here at home is, for the 


moment, greater. 


—Bush 


he 
RS 
512 


litis are similar diseases, but they 
present specific clinical and patho- 
logic differences. 

First noted as an inflammatory disease 
of the bowel in 1806 by Coombe, regional 
enteritis was obscure until 1932, when 
Crohn and others described the disease and 
reported 12 cases. In 1939, Hadfield rec- 
ognized the granulomatous character of 
regional enteritis. 

Chronic ulcerative colitis was first de- 
scribed in 1875 by Wilks and Moxon. 
Allchin in 1885, Hewitt in 1915 and Buie 
and his co-workers in 1932 made further 
classic contributions to its recognition. 

Regional enteritis is confined to the 
small intestine in 85 per cent of cases, 
and in the other 15 per cent there is in- 
volvement of the colon. Ulcerative colitis 
is confined to the colon in 66 per cent of 
cases, with ileal involvement in the remain- 
ing 34 per cent, resulting in ulcerative 
ileocolitis. 


Clinical Differences.—Ulcerative colitis, 
judged on the basis of general hospital 
admissions, is 30 to 40 times as common 
as is regional enteritis, and is more often 
encountered in the female than in the male. 
In contrast, 56 per cent of regional enteri- 
tis occurs in the male. 

Ulcerative colitis has a peak incidence 
in patients between 30 and 40 years of 
age, while regional enteritis is most com- 


R itis are enteritis and ulcerative co- 
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Clinical and Pathologic Differences Between 
Regional Enteritis and Ulcerative Colitis 
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mon in the 20 to 30 year age group. Both 
diseases, however, have been reported as 
occurring in patients from 1 to 70 years 
of age. 

Symptomatically, regional enteritis is an 
inflammatory disease of the small intestine 
characterized by abdominal cramps, diar- 
rhea, fever, anemia, loss of weight and 
anorectal complications. Ulcerative colitis 
is also an inflammatory disease, occurring 
for the most part in the large intestine 
and characterized by bloody diarrhea, ab- 
dominal cramps, loss of weight, and ano- 
rectal complications. Enteric and abdomi- 
nal fistulas are more common in cases of 
regional enteritis, while anorectal infec- 
tions are more commonly associated with 
ulcerative colitis. Rectal bleeding occurs 
more commonly in ulcerative colitis. Ab- 
dominal cramps several hours after meals 
are more often a symptom of regional 
enteritis than of ulcerative colitis. Relief 
of abdominal cramps after defecation is 
a common observation in cases of ulcera- 
tive colitis. 

Three prominent signs occurring in 
cases of regional enteritis are (a) a tender, 
fixed mass in the lower part of the ab- 
domen; (b) irregular fever, and (c) nega- 
tive results from sigmoidoscopic examina- 
tion. Positive sigmoidoscopic abnormali- 
ties, however, caused by small discrete 
ulcerations, have been described as occur- 
ring in 8 per cent of patients with re- 
gional enteritis. These ulcerations may 
produce strictures. 

Two prominent signs associated with 
ulcerative colitis are abdominal tenderness 
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over the colon and positive results from 
sigmoidoscopic study. 

When present, diagnostic roentgen signs 
of regional enteritis consist of the “string 
sign,” a distorted, narrowed, irregular 
lumen with loss of the mucosal pattern. 
In cases of ulcerative colitis, the diagnos- 
tic roentgen signs, when present, consist 
of the “lead pipe” colon, a shortened, 
smooth, rigid colon wth loss of haustral 
markings. 


The laboratory data are helpful. Ane- 
mia is present in 75 per cent of cases 
of regional enteritis, usually microcytic 
hypochromic, and is more commonly 
associated with regional enteritis. Hypo- 
proteinemia, hypocalcemia and hypopro- 
thrombinemia are more commonly co- 
existent with regional enteritis than with 
ulcerative colitis. In some, but not all, 
cases of regional enteritis the stools show 
an elevated fat content. Lysozyme values 
are higher with ulcerative colitis, and 
abnormal results from liver function tests 
are commoner with ulcerative colitis. 


The complications most frequently en- 
countered in cases of regional enteritis 
are appendicitis, intestinal obstruction, 
anemia, enteric abscesses and _ fistulas, 
deficiency states, arthritis and dermatitis. 

The most frequent complications of 
ulcerative colitis are chronicity, hemor- 
rhage, ulceration, inflammatory polyp for- 
mation, anorectal infections, electrolyte 
imbalance and perforation of the colon. 
The incidence of carcinoma of the colon 
complicating ulcerative colitis is higher 
than normal—as high as 14 per cent, as 
compared with an incidence of 0.8 per 
cent in the general population. This is a 
marked contrast when compared to the 
virtual absence of carcinoma in persons 
with regional enteritis. 

Principal Pathologic Features.—Ob- 
served grossly, the small intestine in a case 
of regional enteritis is reddish-purple to 
grey, thickened and suggestive of a rubber 
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hose. The mesentery is stiff and edema- 
tous. White granular nodules may be 
visible, and enlarged lymph nodes pal- 
pable, in the mesentery. The opened speci- 
men of small intestine appears cobbled, 
congested and dusky red. On closer in- 
spection longitudinal ulcerations are seen, 
at first obscured by edematous, overhang- 
ing mucosal ridges. The ulcerations occur 
typically in a mesenteric location and are 
not as grossly apparent as with ulcerative 
colitis. “Skip areas” may be noted, with 
ulcerations occurring some distance away 
from the main lesion. Adhesions, abscess- 
es and fistulas are present in more than 
half of the surgical specimens. Distended 
bowel proximal to obstructed segments 
often obscures involvement that becomes 
apparent when the specimen is opened. 
Stercoraceous ulcerations may be observ- 
ed in obstructed, distended bowel as a 
secondary process and, in contrast to the 
ulcerations of regional enteritis, tend to 
be shallow and antimesenteric in location. | 
The disease progresses in a proximal di- 
rection from the terminal portion of 
the ileum, microscopic involvement tak- 
ing place before gross change is apparent 
to the surgeon. Isolated lesions of regional 
enteritis, however, have been reported as 
present in all parts of the small intestine, 
including the duodenum, and also in the 
colon. 

Grossly, the large intestine involved in 
ulcerative colitis presents a much differ- 
ent picture In contrast to the specimen 
in a case of regional enteritis, the colon 
may show little external abnormality to 
suggest the extensive mucosal changes. 
Unusual redness or spasticity may be the 
only external manifestation at operation. 
The mesentery may be normal, with few 
enlarged lymph nodes, unless the disease 
is advanced or complicated by carcinoma- 
tous change. 

The most striking change will be noted 
on examining the colonic mucosa. The 


= 
‘ 
we 
" 514 


VOL. XXIII, NO. 4 


entire lining often appears diffusely con- 
gested, ulcerated and inflamed, with the 
ulceration occurring in an antimesenteric 
distribution, most noticeable along the 
taemia coli. Between the ulcerations the 
mucosa is bright red and edematous. 
Frequently the mucosa is denuded except 
for scattered elevated patches of epithe- 
lium. Narrow pedicles may be present, 
coalescing to form small mucosal bridges. 
The process tends to be diffuse, involving 
continuous areas of colon, and 75 to 80 per 
cent of surgical specimens show involve- 
ment from the rectum to the hepatic flex- 
ure. Ulcerative colitis restricted to the 
right half of the colon is rare, occurring 
in less than 5 per cent of cases. 

In the presence of regional enteritis the 
gross pathologic changes are referable to 
the early inflammatory stage and later to 
the fibrotic, reactive phase. The ulcera- 
tive phase predominates in the early stage 
of the disease, progressing subsequently 
into a hyperplastic stage. Hypoprotein- 
emia and enemia attend the ulcerative 
form, while obstruction and fistulas ac- 
company the hyperplastic form. 


In the presence of ulcerative colitis, 
pathologic changes are similarly related to 
the duration of the disease, with ulcera- 
tion more prominent in the initial phase 
and scarring, atrophy and pseudopolyps 
prominent in the advanced stage. Pseu- 
dopolyps, which are observed in approxi- 
mately 20 per cent of cases, usually indi- 
cate a duration of five or more years, but 
the absence of pseudopolyps does not 
necessarily imply a duration of less than 
five years. 

With respect to microscopic pathologic 
changes, it is recognized that the chief 
change attributable to regional enteritis 
is progressive sclerosing granulomatous, 
lymphangitis affecting all layers of the 
small intestine, the lymph nodes and the 
mesentery. In contrast, ulceration, which 
is the chief change associated with ulcera- 
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tive colitis, is restricted mainly to the 
colonic mucosa and submucosa. 

In cases of regional enteritis, the most 
characteristic microscopic change occurs 
in the submucosa, in the formation of tu- 
berculoid giant cells, accompanied with 
interstitial edema, lymphoid hyperplasia 
and lymphatic distention to account for 
the gross prominence of the submucosal 
layer. Other characteristic microscopic 
changes include a pronounced increase of 
epithelial goblet cells at the expense of 
other histologic structures and variable 
ulceration often extending past the tunica 
propria into deeper layers, with destruc- 
tion of villi. The muscularis mucosae is 
thickened with typical collections of in- 
flammatory cells. The muscularis propria 
becomes hypertrophic from obstruction 
rather than inflammation. Changes in the 
serosal layer are a continuation of those 
in the submucosa. Similarly, interstitial 
edema, lymphatic distention, isolated tu- 
berculoid giant cells and lymphoid hyper- 
plasia comprise the histopathologic 
changes observed in the mesentery. It 
should be emphasized that the tuberculoid 
giant cell granuloma of regional enteritis 
does not have the central caseous necrosis 
or the acid-fast bacilli that distinguish 
tuberculous lesions. The tuberculoid giant 
cells of regional enteritis, in addition, 
undergo sclerosis and hyaline change, in 
contrast to acid-fast tubercles. The giant 
cells of regional enteritis do not tend to 
resolve or permit reestablishment of 
lymphatic drainage. Also, the tuberculoid 
cells of regional enteritis are observed to 
contain granules reacting to Sudan stains 
for fat. Tuberculoid giant cell granulo- 
mas, with these six differential charac- 
teristics, are found in three-fourths of the 
cases of regional enteritis, mainly in the 
enlarged lymph nodes. 

It is generally agreed that the primary 
pathologic process of regional enteritis 
consists of an increase of goblet cells, 
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with ulcerative, lymphatic and giant cell 
changes, while other changes (inter- 
stitial edema, monocytic, polymorphonu- 
clear, and eosinophilic infiltration) repre- 
sent secondary processes. The formation 
of giant cells is considered due either to 
lymphatic endothelial proliferation or to 
independant aggregations of monocytes. 
Inflammatory disturbances are observed 
in the perivascular structures, interfer- 
ing with the blood supply, and in the 
perineural lymphatics, interfering with 
peristalsis. 

In contrast to regional enteritis, the 
microscopic changes of ulcerative colitis 
are restricted mainly to the mucosa and 
the submucosa. The primary pathologic 
process in ulcerative colitis consists of an 
unusual exudative inflammation, resulting 
in crypt abscesses of the mucosa, Aggre- 
gates of such mucosal crypt abscesses rup- 
ture into the submucosa, dissecting and 
separating portions of mucosa from its 
blood supply, with resultant slough and 
ulceration. Later, fibrosis and attempted 
regeneration follow. It has been observed 
that, when ulcerative colitis involves the 
ileum, the same changes occur in the colon 
but no granulomas are formed; this in- 
dicates the basic difference between the 
two diseases. In about half of all cases 
of ulcerative colitis, nonspecific changes 
(shallow mucosal ulceration, fibrosis and 
infiltration) obscure the primary patho- 
logic changes otherwise demonstrated. 
The lymphadenopathic picture of ulcera- 
tive colitis, much less prominent than that 
of regional enteritis, demonstrates hyper- 
plasia, inflammation and, in advanced 
stages, a fibrous thickening of lymph node 
capsules not observed with regional en- 
teritis. In about 10 per cent of cases of 
ulcerative colitis, the same pathologic 
changes occur to a more fulminating ex- 
tent, with deeper ulceration. In addition, 
in these cases, there is inflammatory 
necrosis of the blood vessel walls, leading 
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to vascular occlusion with infarction of 
part or all of the colonic segment, resem- 
bling the changes observed with collagen 
diseases. This type of -colitis has been 
referred to as “colitis gravis,” having a 
fulminating course, and, with combina- 
tions of focal vascular lesions, the term 
“vasculitis colitis” has been applied. In 
about 1 per cent of cases the patient has 
both regional enteritis and ulcerative coli- 
tis, with the result that the pathologic 
features associated with both diseases are 
present. 
SUMMARY 

Clinical and pathologic differences exist 
between regional enteritis and ulcerative 
colitis. These differences are described. 
The pathologic differences demonstrate 
greater contrast than do the clinical 
differences. 


RESUME 
Il existe des différences cliniques et 
pathologiques entre les entérites et les 


colites ulcéreuses. Elles sont décrites. Les 
différences pathologiques montrent des 
contrastes plus grands que les différences 
cliniques, 
ZUSAMMENFASSUNG 

Es bestehen klinische und pathologische 
Unterschiede zwischen der regionalen En- 
teritis und der ulzerativen Kolitis. Diese 
Unterschiede werden beschrieben. Die 
pathologischen Verschiedenheiten sind 
auffalliger als die klinischen. 


RESUMEN 
Existen diferencias clinicas y patolégi- 
cas entre la enteritis regional y la colitis 
ulcerativa. Se describen estas diferencias. 
Las diferencias patol6gicas muestran un 
gran contraste con relacién a las diferenci- 
as clinicas. 
RIASSUNTO 
Vi sono, e vengono descritte, le differen- 
ze anatomo-patologiche e cliniche esistenti 
fra enteriti regionali e coliti ulcerose. Le 
differenze anatomo-patologiche sono assai 
pi: evidenti di quelle cliniche. 
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Section on 
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plied to a disease of the ear, the 
symptoms of which are clear cut. The 
patient complains of recurring “dizzy 
spells” associated with a fluctuating type 
of deafness and tinnitus. The attacks of 
dizziness or vertigo are often the primary 
complaint because they are so disabling 
and distressing, but the constant and diag- 
nostic features of the disease are the audi- 
tory disturbances. The diagnosis is based 
mainly on the type of hearing loss, the 
nature of the tinnitus and other auditory 
disturbances. 

Auditory Disturbances.—Meéniére’s dis- 
ease commonly begins after the age of 40, 
but not always. Occasionally in the earlier 
years the hearing loss primarily affects 
the threshold for low tones. The degree 
of hearing loss fluctuates; the patient is 
aware that he can hear much better at 
some times than at others, and this varia- 
tion in the threshold can be confirmed by 
hearing tests. The tinnitus due to Mé- 
niére’s disease is the buzzing or roaring 
type as distinguished from the high- 
pitched hissing tinnitus that goes with 
high tone deafness. The intensity of the 


Tri term “Méniére’s disease” is ap- 
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tinnitus varies directly with the fluctua- 
tions in the hearing threshold. When Mé- 
niére’s disease appears in elderly persons 
it is frequently superimposed on bilateral 
high tone deafness or primary nerve de- 
generation. 

A sense of “blockage” in the ear and 
sometimes of a pain in the same area is 
also characteristic and varies in intensity 
with the hearing loss and tinnitus. 

The affected ear is usually sensitive to 
loud sounds. Although the threshold may 
be greatly impaired, the patient often can- 
not tolerate loud noises in the diseased 
ear. Often there is diplacusis. 

A characteristic of Méniére’s disease is 
that as the intensity of sound is increased 
above the threshold level the loudness as 
sensed by the patient increases more rap- 
idly than in a normal ear. This is called 
recruitment. It often happens that a 
sound of high intensity may seem louder 
in the diseased ear than in the other, in 
spite of the fact that there is a marked 
threshold loss of hearing. This character- 
istic can be measured, when the condition 
is unilateral, by a test known as the loud- 
ness balance test, devised by Fowler. 

Another feature of the hearing loss in 
Méniére’s disease is the fact that the pa- 
tient’s ability to understand speech does 
not improve as the speech is made louder. 
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The patient understands speech equally 
well, or better, when it is delivered only 
slightly above his threshold than when it 
is delivered at higher intensities. This 
factor interferes with the benefit to be ob- 
tained from a hearing aid, which ipso 
facto makes the sound louder. This also 
explains why patients with bilateral Mé- 
niére’s disease do not wish to be spoken 
to in a very loud voice, since the under- 
standing of speech may actually decrease 
as the intensity of the sound is increased. 

In the presence of uncomplicated Mé- 
niére’s disease the function of the eusta- 
chian tube and middle ear is normal. The 
symptoms, however, are somewhat similar 
to those produced by a blocked eustachian 
tube. 

Character of Vertigo—tThe vertigo as- 
sociated with Méniére’s disease occurs 
typically in attacks. The onset is usually 
rapid and occasionally so abrupt as to 
cause falling. The severity and the dura- 
tion vary greatly. In the severe attack 
there are nausea and vomiting, sometimes 
diarrhea. The attack usually ends fairly 
abruptly, and the patient is then free from 
further dizziness until the next attack. 
Occasionally a sense of mild lightheaded- 
ness may persist between attacks, but this 
is not the general rule. The affected laby- 
rinth is usually responsive on the routine 
tests, which is a salient point in differen- 
tiating Méniére’s disease from a tumor of 
the eighth nerve or of the cerebellopontine 
angle. 

Pathologic Picture. — The pathologic 
change in the inner ear was first discov- 
ered by Hallpike and Cairns in 1938. It 
consists of a disturbance in the fluid sys- 
tem of the inner ear, in which all of the 
sense organs are located. The disturbance 
consists of dilatation of the endolymphatic 
fluid system, known as hydrops of the 
endolymphatic spaces. This affects differ- 
ent parts of the labyrinth, depending upon 
the nature of the walls. The cochlear duct 
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is always affected. The saccule and vesti- 
bule are affected to a lesser extent. 

Etiologic Factors. — The cause of this 
type of hydrops of the labyrinth is not yet 
clear. It would appear that a disturbance 
must occur in the mechanism that pro- 
duces endolymph. The nature of this dis- 
turbance is not clear, nor, in fact, is the 
exact mechanism of secretion or produc- 
tion of endolymph definitely established. 
A possible explanation is that a disturb- 
ance in the chemical constitution of endo- 
lymph occurs, with an increase in nondif- 
fusable molecules to account for an in- 
crease in osmotic pressure. This would 
result in the accumulation of fluid within 
the endolymphatic spaces. The most prev- 
alent opinion at present is that a disturb- 
ance in the nervous control of the vascular 
system in the ear may be involved. Some 
clinical evidence that may favor this as- 
sumption is afforded by the frequent ob- 
servation that nervous fatigue, anxiety or 
tension seem to aggravate the condition 
clinically. It is thought that these factors 
may give rise to a disturbance in the neu- 
rovascular mechanism. 

Differential Diagnosis. — Such condi- 
tions as labyrinthitis due to infection of 
the middle ear or concussion of the laby- 
rinth due to severe blow in the region of 
the ear are easily differentiated from Mé- 
niére’s disease. The main conditions that 
are often confused with it are as follows: 

Toxic Neuritis or Neurolabyrinthitis: 
Many virus diseases seem to have an af- 
finity for the inner ear. The best examples 
are mumps, measles and typhus. The on- 
set of dizziness and deafness in the pres- 
ence of a virus infection that involves the 
ear is likely to be rapid and to produce 
permanent and sometimes profound dam- 
age of the hearing. Dizziness may be less 
pronounced. It usually consists of a single 
attack with gradual recovery and may be 
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may also have a toxic effect on the inner 
ear. 
Vascular Accident in the Labyrinth: 
Hemorrhage or thrombosis affecting the 
vascular supply to the inner ear may pro- 
duce a sudden onset of deafness or dizzi- 
ness, or both, referable to an ear that has 
previously been healthy. This happens 
usually in elderly persons, in the presence 
of known arteriosclerosis or hypertension. 
It is usually a single attack, producing 
varying degrees of permanent functional 
damage. Recovery from vertigo is gradual. 


Vascular Spasm: It is not uncommon 
for young persons (in the second and 
third decades of life) without previous 
ear trouble to have a sudden onset of high 
tone hearing loss and deafness in one ear. 
Again it is a single attack and may occur 
without any detectable related disease. 
The cause is not known. 

Dizziness Without Auditory Disturb- 
ance: It is a common occurrence to have 
patients complain of dizziness without 
any auditory disturbance. There may be 
a single attack or, in a few cases, repeated 
attacks. More frequent is a complaint of 
postural vertigo that persists for weeks or 
months without evidence of any disease of 
the central nervous system. The diagnosis 
of Méniére’s disease cannot be made with- 
out the presence of hearing impairment 
and tinnitus. It is possible to make a diag- 
nosis of Méniére’s disease or hydrops of 
the labyrinth in the absence of vertigo 
when the characteristics of the disturb- 
ance of hearing correspond to those al- 
ready outlined for Méniére’s disease. Pa- 
tients with Méniére’s disease frequently 
go for months and even years without at- 
tacks of dizziness. It is not possible, how- 
ever, to diagnose Méniére’s disease on the 
basis of vertigo alone. 


Treatment. — The treatment of Mé- 
niére’s disease has undergone many 
changes. In the absence of definite knowl- 
edge as to the cause, the various treat- 
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ments have had to be based on theories 
rather than on factual knowledge. 


Medical treatment in recent years has 
been influenced by the theory that salt 
(sodium chloride) is a factor in aggravat- 
ing Méniére’s disease. Recent clinical in- 
vestigations have created some doubt as 
to whether a low salt diet has any effect. 
Vasodilator drugs have been recommended 
and widely used, on the basis of the theory 
that a vascular spasm or other disturb- 
ance in circulation may be involved and 
may be favorably affected by periodic 
vasodilation. Nicotinic acid has been a 
favored drug. Drugs that affect the au- 
tonomic nervous system directly, such as 
banthine, have been tried. The results 
have been questionable. An interruption 
of the sympathetic nerve supply to the ear 
has been attempted by means of either 
stellate ganglionectomy or procaine injec- 
tion of the sympathetic chain in that re- 
gion. Results of this type of treatment 
also have been indefinite. 

Clinical observations have indicated 
that any measures that can be taken to 
reduce nervous tension and promote regu- 
lar habits of work, rest and eating appear 
to have a beneficial effect on the disease. 
It may well be that these factors consti- 
tute the most important part of the med- 
ical care available at present. 

In approximately 90 per cent of cases, 
Méniére’s disease is unilateral. In a small 
proportion, possibly less than 10 per cent, 
the vertigo may be so severe as to be dis- 
abling. For these patients consideration 
of surgical treatment is justifiable. Oper- 
ation is aimed only at prevention of dizzi- 
ness. Two types of procedure are most 
worthy of consideration: 1. Section of the 
vestibular nerve. This is an intracranial 
procedure and carries with it a degree of 
risk that has caused most surgeons to ad- 
vise the procedure only reluctantly. 2. 
Destruction of the inner ear or labyrinth. 
Several types of operation have been rec- 
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ommended, but thus far experience has 
indicated that complete destruction of 
cochlear and vestibular function offers the 
most satisfactory results. 


SUMMARY 


The symptoms, causation, pathologic 
picture, diagnosis and treatment of Mé- 
niére’s disease are discussed. Surgical in- 
tervention is recommended when vertigo, 
one of the principal symptoms, is so severe 
as to be disabling. The author suggests 
two types of procedure as suitable: (a) 
section of the vestibular nerve and (b) 
destruction of the inner ear or labyrinth. 


RESUMEN 


Se discuten los sintomas, etiologia, cu- 
adro patolégico, diagnéstico y tratamiento 
de la enfermedad de Meniere. Se encuen- 
tra recomendada la intervencién quirtr- 
gica cuando uno de los sintomas princi- 
pales, el vértigo, es tan grave que produce 
incapacidad. El autor sugiere dos tipos 
de procedimientos: (a) seccién del nervio 
vestibular y (b) destruccién del oido in- 
terno o laberinto. 


RESUME 


Les symptomes la cause, le tableau 
pathologique, le diagnostic et le traite- 
ment de la maladie de Méniéres sont dis- 
cutés. L’intervention chirurgicale est re- 
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commandée lorsque le vertige, un des 
symptomes principaux, provoque une in- 
capacité de travail. L’auteur propose deux 
méthodes de traitement: a) section du 
nerf vestibulaire; b) destruction de l’oreil- 
le interne ou du labyrinthe. 


RIASSUNTO 


La malattia di Meniére viene considera- 
ta dal punto di vista etiopatogenetico, ana- 
tomo-patologico, sintomatologico, diagnos- 
tico e terapeutico, La cura chirurgica 
deve essere presa in considerazione quan- 
do le vertigini, uno dei sintomi principali, 
siano tanto forti da impedire la parteci- 
pazione alla vita attiva. Due sono i me- 
todi chirurigci convenienti: a) la sezione 
del nervo vestibolare; b) la distruzione 
del labirinto. 


ZUSAM MENFASSUNG 


Symptome, Ursache, Krankheitsbild, 
Diagnose und Behandlung der Menié- 
reschen Krankheit werden erértert. Chi- 
rurgisches Eingreifen wird empfohlen, 
wenn der Schwindel, eines der wesent- 
lichen Symptome, so stark ist, das er zur 
Invaliditét fiihrt. Der Verfasser hilt 
zwei Methoden des chirurgischen Ein- 
griffs fiir geeignet, namlich die Durch- 
schneidung der Vestibularnerven und die 
Zerstérung des inneren Ohres oder des 
Labyrinths. 


It is the great destiny of human science, not to ease man’s labors or 
prolong his life, noble as those ends may be, nor to serve the ends of power, 
but to enable man to walk upright without fear in a world which he at length 
will understand and which is his home. 


—Sears 
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tion, therapeutics and surgical indi- 

cations have radically changed. The 
information and knowledge derived from 
the medical literature and from actual 
clinical experience is abundant and fre- 
quently contradictory. Hence contempo- 
rary medicine is in a fluid state. 

“Tonsils” and “adenoids” are terms that 
explain only the nature and location of 
these structures. ‘“Waldeyer’s ring” is 
more expressive, because it encompasses 
the tonsils, the adenoids, the lingual ton- 
sil and the pharygeal lymphoid tissue. 
The literature on Waldeyer’s ring is plen- 
tiful, but it has deviated from standards 
set up in recent years. One must alter 
one’s ideas along with the changing times. 
It behooves all surgeons to restandardize 
their concepts as to the indications and 
contraindications for tonsillectomy, ade- 
noidectomy or operations on Waldeyer’s 
ring. 

It has been definitely established that 
the tonsils and adenoids have certain 
physiologic functions. They are intimately 
related to the hematopoietic system—re- 
ticuloendothelial cells, lymphocytes, fibro- 
blasts, mast cells and histiocytes, which 
are important in establishing immunity. 
It was recently noted that the plasma cells 


S ‘co, the advent of antibiotic medica- 
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are extremely active in immunity, second 
only to the phagocytes. 

An interesting observation is that the 
tonsil, for the first month after birth, is 
free of bacteria as well as any of the de- 
fensive hematopoietic structures. A well- 
known fact is that Waldeyer’s ring is 
strategically situated and is exposed to air, 
food and micro-organisms. Under certain 
conditions it affects and infects the struc- 
tures with which the organisms may come 
in contact. Every organ in the body has 
a specific function. Sooner or later the 
organ may become affected and/or in- 
fected, and surgical intervention is neces- 
sary. In the tonsil, for example, various 
cells begin to appear in the crypts as soon 
as infection occurs. The infection may in- 
volve the tonsil and adenoid exclusively 
or may act as a trigger point for toxemia. 
It may not be a source of focal infection, 
but it can certainly be considered the 
portal of entry. 

In considering the unsolved problem of 
treating tonsils and adenoids, one is faced 
with innumerable questions: Shall we de- 
pend exclusively upon antibiotic therapy? 
Isn’t it possible that antibiotics may not 
affect the live tissue as actual infection 
does? It is known that antibiotics do not 
produce immunity or localization, and 
therefore latent and residual subclinical 
infection may remain deep in the tonsil 
and adenoid structures. Is it possible that 
the inflammation remains in status quo 


We 
Wee 
re 
521 ae 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


owing to the antibiotics? Is post-tonsillar 
and adenoid bleeding due to failure of 
localization during infection? Is there 
merit in tonsillectomy? Should we be 
placid and allow the tonsils and adenoids 
to remain despite infection? Shall we re- 
move the tonsils and adenoids? Are they 
better in or out? Has nature, or God, if 
you please, put them there for a physio- 
logic purpose? Should we underestimate 
the operative procedure and call it a minor 
intervention? Is there a logical explana- 
tion for the diminishing vogue of ton- 
sillectomy and adenoidectomy? Is it due 
to poor or indiscriminate operations, im- 
proper selection of cases, bad physical 
risks, morbidity and occasional mortality ? 
Or can we attribute it to the changing 
times? These are the questions surgeons 
must ask themselves. 

When one considers the fact that the 
astronomic number of 2,000,000 tonsillec- 
tomies and adenoidectomies are per- 
formed annually in the United States and 
only 15 per cent are performed by quali- 
fied Board men, the profession can cer- 
tainly consider itself fortunate that there 
are so few complications. I hesitate to 
make this statement, but the tonsil con- 
troversy seems to be a free-for-all, and 
the motto is “every man for himself.” 

Treatment of the tonsils and adenoids 
today, therefore, is a moot question. Many 
physicians are sincere and honest in their 
convictions for or against tonsillectomy. 
Too many have simply jumped onto the 
bandwagon for the sake of notoriety or 
have floated along with the tide. 

One finds oneself buffeted by the pedia- 
trician, the general practitioner, the psy- 
chiatrist, the psychologist and the lay 
press. In the summer one is confronted 
with the threat of poliomyelitis and aller- 
gy; in the winter one is handicapped by 
inclement weather and the prevalence of 
virus infections, infections of the upper 
part of the respiratory tract and influenza. 
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Pediatricians have diversified opinions 
as to the proper age for tonsillectomy and 
adenoidectomy. I cannot altogether fathom 
why some pediatricians regard the age of 
5 years as the propitious time, while 
others insist that the age should range up 
to 10 years. Otolaryngologists have noted 
that those pediatricians who perform ton- 
sillectomies and adenoidectomies have a 
much more liberal attitude as to the suitable 
time and age for operation. On the other 
hand, the pediatrician has the privilege 


. of watching the child grow, and he is 


therefore best qualified to know the indi- 
cations and the feasible time for tonsillec- 
tomy and adenoidectomy. Age is not an 
important factor when infection exists and 
when there is a history of recurrent sore 
throat, fever and allied toxic symptoms. 

The general practitioner has a tendency 
to lean almost completely on antibiotics, 
which, no doubt, are of great value. Never- 
theless, many of these infections have few 
external clinical manifestations, and tox- 
emia prevails despite the subclinical course. 

The psychiatrist often neglects the or- 
ganic phase in medicine and concentrates 
almost exclusively upon the psyche. Many 
articles have been written about the trau- 
matic shock of the operation, which is 
said to result in fears, trepidations and 
anxieties. The lay press has played this 
up to the hilt and has made a mountain 
out of a molehill, 

Despite the present avalanche of pros 
and cons, a good history is essential. One 
may obtain this either from the referring 
physician or from the parents. When 
there is a history of repeated attacks of 
sore throat—three to four times yearly— 
serious consideration should be given to 
the question of operation, especially when 
antibiotics have been administered during 
each episode. The occurrence of such re- 
peated attacks is positive proof that no 
immunity has been established by the 
antibiotics. 
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Many systemic diseases, such as nephri- 
tis and rheumatic fever, have their incep- 
tion with sore throat. There is no doubt 
in my mind that the portal of entry in 
many instances is supplied by the tonsils 
and adenoids. It is true that many pa- 
tients have exacerbations of nephritis and 
rheumatic fever after removal of these 
structures, but that is probably due to the 
establishment of secondary foci. The most 
frequent symptoms are sore throat, re- 
current fever and cervical adenitis. 

For mechanical reasons, owing to their 
size, the tonsils and adenoids should be 
removed in order to improve respiration, 
deglutition and phonation. Recurrent epi- 
sodes of peritonsillar abscess associated 
with cervical adenitis are definite indica- 
tions for tonsillectomy. In my practice I 
have noted that a child who has a poor 
appetite, a pigeon chest, a high-arched 
palate, or malocclusion; who is puny in 
appearance and lackadaisical in manner, 
and who reveals physiognomic changes is 
definitely a candidate for tonsillectomy and 
adenoidectomy. 

The tonsils and adenoids have many 
crypts that are ideal places for bacterial 
growth and multiplication because of 
moisture, heat, food and aerobic and 
anaerobic possibilities. In view of these 
crypts, many forms of toxemia have their 
inception in the adenoid structures. One 
finds again and again that the so-called 
unexplainable temperatures and toxic con- 
ditions have their inception in these crypts. 
They can be readily observed in the tonsil, 
and can be overlooked in the adenoid tis- 
sue, Consequently, it is imperative to seek 
toxic factors in the adenoids. 


Special emphasis should be centered on | 


hypertrophied adenoids. Mouth breathing, 
interference with respiration, cervical 
adenitis, transudative and exudative otitis 
media, acute suppurative otitis media, im- 
pairment in hearing, continuous postnasal 
drainage, malocclusion, snoring, high- 
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arched palate, pigeon breast, pyelitis, and 
anoxemia are all symptoms. Reflex symp- 
toms are nightmare, night sweat, cough 
and occasional anuresis. There may also 
be retarded mental development due to 
anoxemia. 

Many fevers of undetermined origin 
have had their beginning in the epi- 
pharynx. Special attention should be paid 
to the epipharynx, and by that I mean the 
adenoids. The adenoids should be removed 
in order to protect the eustachian tube, 
because peritubal and tubal lymphatic 
drainage takes place transtympanically. 
Should the drainage fluids become locu- 
lated in the middle ear, deafness and 
chronic adhesive processes may result in 
that area. 

Indications far exceed contraindications ; 
nevertheless, in order to make a proper 
selection, one must evaluate the many con- 
traindications. The treatment of each pa- 
tient should be individualized. Many forms 
of sinusitis in children are improved by 
removal of the adenoids because better 
aeration is established. It is not advisable 
to perform tonsillectomy and adenoidec- 
tomy during the summer months, because 
of the prevalence of poliomyelitis—despite 
the fact that there is no positive evidence 
of the causal relation between tonsil and 
adenoid operations and poliomyelitis. 

I have just completed a histologic, patho- 
logic, and bacteriologic study of 100 cases, 
which included treatment of the tonsils, 
adenoids, tonsil tabs, lingual tonsils and 
plica triangularis. Only 1 specimen failed 
to show evidence of gross infection, The 
remainder showed cellular’ infiltration, 
cryptitis, many plasma cells, phagocytes, 
and many organisms, including beta Strep- 
tococcus haemolyticus in rheumatic or 
arthritic patients. Many specimens showed 
loculated pus surrounded by mature con- 
nective tissue. All plica triangulari re- 
vealed lymphoid follicles. The entire study 
showed evidence of subacute and chronic 
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infection. It must be borne in mind that 
a minimum of four weeks was allowed to 
elapse before operation was performed. 

The bacteriologic survey of 103 consecu- 
tive cases in which operations were per- 
formed by Dr. James Landis of Reading, 
Pennsylvania, coincides with my observa- 
tions. The statistics are as follows: 74.2 
per cent showed alpha S. haemolyticus 
Group A, and 10.4 per cent showed other 
forms. In this group, sensitivity tests of 
the 103 patients showed that 7.7 per cent 
reacted to penicillin, 51 per cent to terra- 
mycin, 7.7 per cent to aureomycin, 15.3 
per cent to acromycin, 61.2 per cent to 
erythromycin, 45.9 per cent to chloromy- 
cetin and 7.7 per cent to streptomycin. 
The presence of pathologic conditions in 
the tonsil and adenoid tissue and positive 
results from tests will help to eliminate 
public misconception, definitely proving 
that there are indications for resection. 

The modern trend among otorhinolaryn- 
gologists is to consider the patient as a 
whole rather than to visualize him only 
from the point of view of the tonsils and 
adenoids. Therefore, thorough inspection, 
palpation and even complete physical ex- 
amination do not lie beyond the realm of 
otorhinolaryngology. 

In diagnosis, redness of the anterior 
pillars is significant of chronic amygdali- 
tis. Compression and eversion should be 
a routine practice. In this manner, one 
can express material from the crypts, the 
contents of which can be cultured and 
studied bacteriologically and cytologically 
by means of smears. In the event that 
one cannot accomplish evacuation of tonsil 
contents in this fashion, a sterile suction 
tube may be employed to collect the ma- 
terial from the tonsillar crypts. 

Many persons today question the wis- 
dom of removing tonsils and adenoids, 
owing to the fact that certain uninten- 
tional failures may occur. These unfor- 
tunate accidents can be attributed to poor 
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technic; recurrent tonsil tabs; neglect of 
removal of the plica triangularis; damage 
to the anterior pillar, soft palate and 
uvula; injury to the posterior pillars; im- 
perfect adenoidectomy and, occasionally, 
too rigorous adenoidectomy. Promptly (as 
soon as the tonsil is removed), it should 
be carefully examined in order to make 
sure of its complete removal. It is of the 
utmost importance to explore the superior 
as well as the inferior pole of the faucial 
fossa, Weber’s gland, which contains mu- 
cous glands that are often salivary in 
structure, is located in the superior pole 
of the tonsil. If this area is not completely 
and carefully eradicated, quinsy or peri- 
tonsillar abscess may occur. The plica 
triangularis, which is situated at the lower 
pole of the tonsil near the base of the 
tongue, must always be removed, because 
it contains lymph follicles. If this area 
is neglected, tonsil tissue will recur. Some 
surgeons are hesitant to remove the plica 
triangularis because of the possibility of 
bleeding, but a “stitch in time” prevents 
exposure. 

In order to do a thorough adenoidec- 
tomy, the initial step is to inspect the epi- 
pharyngeal fossa by using two Love tongue 
depressors—one to depress the tongue and 
the other to elevate the soft palate. This 
may also be accomplished by means of the 
Yankauer pharyngeal speculum. Another 
method is to insert rubber catheters 
through the nose, one on each side, thus 
elevating the soft palate. The location of 
the mass and the size of the epipharynx 
having been determined, suitable instru- 
ments can be selected to fit the epipharynx. 
Some employ the La Force, the curet, the 
French adenotone and the Brandegee for- 
ceps. The majority of surgeons use curets 
of various sizes, including a special curet 
for the fossa of Rosenmueller. Scraping 
of the epipharynx should be done with 
gauze wrapped around the third or index 
finger, because this procedure removes 
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macroscopic vestigial adenoid tissue. 


Yet, despite meticulous and conscien- 
tious effort, it is frequently necessary to 
employ the Meltzer, French or Brandegee 
punches. In these circumstances one must 
be extremely cautious to remove only the 
lymphoid tissue and to avoid biting into 
the mucous membrane or the pharyngeal 
musculature. At present there are too 
many primary postnasal packs, made nec- 
essary by overmeticulousness and injury 
with the punches, One of the most serious 
hazards of adenoidectomy is that one may 
penetrate too deeply, either with the curet 
or with the punch, into the palatopharyn- 
geal sphincter, causing damage to the 
ridge of Passavant. When the ridge of 
Passavant is disturbed, the patient’s voice 
will invariably acquire a nasal quality; 
he will be unable to close the nasopharynx 
completely, and he will often be troubled 
by regurgitation of fluid through the naso- 
pharynx into the nose. 


Another postoperative observation is 
atrophic pharyngitis due to removal of the 
adenoid tissue as well as the pharyngeal 
mucous membrane, resulting in a nonpro- 
ductive cough and tickling of the throat. 
In other words, instead of normal mois- 
ture in the pharynx, pharyngitis sicca has 
developed. 


One must pay the piper for all of one’s 
actions. Until recently a great deal of 
radium and roentgen therapy has been 
used indiscriminately to destroy lymphoid 
tissue and prevent its recurrence. From 
the present cry for scrupulously careful 
adenoidectomy, one must naturally con- 
clude that too much zeal is being exer- 
cised in removal of the epipharyngeal 
lymphoid tissue. To reiterate, in using the 
punches, only the lymphoid tissue should 
be removed, as otherwise complications 
will result. 
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CONCLUSIONS 


The psychic trauma of tonsil and ade- 
noid operations is grossly exaggerated and 
can be readily obviated by explaining to 
the child the course of events. Preopera- 
tive mental preparation is highly signifi- 
cant. 

The surgeon’s ultimate aim is to per- 
form a thorough tonsillectomy and ade- 
noidectomy. He must endeavor to prevent 
damage to any of the structures and to 
avoid leaving vestigial tissues. 


RIASSUNTO 


Il trauma psichico legato all’operazione 
per adenoidi e tonsille pud essere evitato 
spiegando tutto al bambino; questa pre- 
parazione psicologica all’intervento pud 
essere molto importante. Lo scopo del 
chirurgo é@ quello di togliere completa- 
mente le tonsille e le adenoid senza produr- 
re lesioni degli organi vicini e senza lasci- 


are tessuti malati. 


RESUMEN 


El trauma psiquico de las operaciones 
sobre amigdalas y adenoides es exagerado 
y puede evitarse explicando al nifio la 
evolucién los eventos. La preparacién 
mental preoperatoria es de gran signifi- 
cacién. 

El fin ultimo del cirujano es realizar 
una amigdalectomia y adenoidectomia am- 
plia, Debe prevenir la lesién de cualquier 
estructura y evitar vestigios tisulares re- 
manentes. 


ZUSAM MENFASSUNG 


Der mit der chirurgischen Entfernung 
der Mandeln und adenoiden Wucherungen 
verbundene seelische Schock wird weit 
tiberschatzt und lasst sich leicht ver- 
meiden, indem man dem Kinde den Lauf 
der Dinge erklart. Die seelische Vorbereit- 
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ung zur Operation ist von grosser Be- 
deutung. 

Das letzte Ziel des Chirurgen ist die 
sorgfaltige Ausfiihrung der Resektion der 
Mandeln und adenoiden Wucherungen. Es 
ist seine Aufgabe, Schidigungen der Ge- 
bilde im Operationsgebiet zu verhiiten und 
keinerlei Reste der zu entfernenden Ge- 
webe zuriickzulassen. 


RESUME 


Le trauma psychique consécutif au traite- 
ment chirurgicale des amygdales et des 
adénoides est surestimé et peut étre ra- 
pidement prévenu en expliquant 4a |’en- 
fant le cours des événements. La prépara- 
tion mentale préopératoire est trés im- 
portante. 

Le but final est d’effectuer une tonsillec- 
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tomie compléte et adénoidectomie. Le chi- 
rurgien doit s’efforcer d’éviter d’endom- 
mager quelqu’une des structures et de 
laisser du tissu vestigial. 


SUMARIO 


O trauma psiquico acarretado pelo tra- 
tamento cirurgico das amigdalas e adendi- 
des é grandemente exagerado e pode ser 
prontamente evitado explicando-se a cri- 
anca o curso dos acontecimentos. Tem 
grande importancia o preparo pré-opera- 
torio mental. 

O objetivo final consiste em executar-se 
amigdalectomia e adenoidectomia totais. 
O cirurgiao deve esforcar-se para evitar 
danos a qualquer uma das estruturas 
bem como para evitar deixar vestigios 
désses tecidos. 


All phenomena that may be observed by several people are objective. 
They may be verified and truths formulated in accordance with scientific 
methods. The subjective fact of pain itself, since it can be observed di- 
rectly by one person only, is not subject to such direct verification. The 
fact of pain and the degree of pain, if any, can never be directly determined 
except on the testimony of the person suffering... . 


In the study of man’s body the difficulties are considerably increased 
by the fact that little freedom of experimentation is permitted. This is 
partly overcome in three ways. (1) By studying the resemblances between 
men and animals and judging what results of experiments upon certain 
animals are probably also true of man; (2) by observing the effects of 
accidents and diseases; (3) by studying the physical development of groups 
of people living under different conditions. 


Since scientists have been freely permitted to dissect human bodies and 
to perform autopsies, and have had the aid of experiments on animals and 
non-dangerous experiments upon human beings, the science of physiology 
has made great advances and has come to serve as a reliable guide in 
matters of health. 

—Kirkpatrick 
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Anesthesia for Tonsillectomy 


and Adenoidectomy in Children: 


Advantages and Disadvantages 


NDOTRACHEAL anesthesia is now 
accepted for adults. In fact, 

it is considered an indispensable part 
of the preparation of the patient for some 
operations. Acceptance of endotracheal 
anesthesia for adults has taken place in 
spite of the complications reported from 
its use. 

For children also, endotracheal anesthe- 
sia is standard for many procedures, such 
as craniotomy and operations for cleft 
palate. Its use for tonsillectomy and ade- 
noidectomy in children, however, has 
gained favor slowly in spite of its being 
the routine method of general anesthesia 
for tonsillectomy in adults in many hos- 
pitals. 

The advantages of endotracheal anes- 
thesia for tonsillectomy and adenoidec- 
tomy are as great for children as for 
adults, if not greater. The disadvantages, 
in our experience, have been encountered 
no more frequently and have been of no 
greater magnitude in children than in 
adults. 


Advantages. — The most important ad- 
vantage is a consistently adequate airway. 
This cannot be stressed often enough. In 
contrast to it is the rather frequent ob- 
struction to respiration that occurs during 
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tonsillectomy when an endotracheal tube 
is not used. The narrow air passages of 
the child become obstructed more readily 
than do the wider passages of the adult. 
Therefore, precautionary measures to pre- 
vent pharyngeal contents from entering 
the trachea and preparation to insure ade- 
quate aspiration of material from the 
upper and lower portions of the respira- 
tory tract as frequently as seems indicated 
are more important in children than in 
adults. 

A consistently adequate airway induces 
quiet respiration and a stable level of 
anesthesia. With the tube in place, aspi- 
ration of foreign material into the trachea 
is decreased, but an avenue is always open 
for the removal of such material if aspira- 
tion does occur. Furthermore, if artificial 
respiration is indicated, an effective means 
is in place. 

Keeping foreign material away from 
the tracheobronchial tree is extremely im- 
portant. Pulmonary abscess in more than 
half of the cases encountered at the Massa- 
chusetts General Hospital! resulted from 
aspiration of infected material from the 
respiratory tract. Steele and Anderson? 
reported aspiration of blood from the 
trachea in 96.9 per cent of 129 patients 
who underwent bronchoscopy after tonsil- 
lectomy under general anesthesia without 
endotracheal tubes. When endotracheal 
tubes were used in our patients, bloody 
secretions rarely were observed in the 
trachea when the tube was removed at 
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the end of the operation. This makes 
postoperative bronchoscopic procedures 
rarely necessary. 

From the surgeon’s point of view, one 
of the great advantages of endotracheal 
anesthesia for tonsillectomy and adenoid- 
ectomy is the freedom with which the 
tongue may be retracted to allow exposure 
without danger of occlusion of the airway. 
In the cases at the Mayo Clinic the tube 
was passed through the mouth. It seems 
unreasonable if one has not tried it, but 
actually the field of operation is improved 
by the tube, because freedom of retraction 
of the tongue is allowed. When the sur- 
geon is removing the left tonsil, the tube 
is held in the right corner by the sucker 
tip and descends along the right border of 
the tongue, well away from the site of the 
operation. When the right tonsil is being 
removed, the anesthetist or the surgeon 
can move the end of the endotracheal tube 
to the left corner of the mouth, and the 
sucker tip can be used to move the tube 
to the left border of the tongue. At the 
Mayo Clinic we prefer to have the patient 
lying on his back; the same method, how- 
ever, could be used quite as easily if the 
Rose position is preferred. 

When it comes to adenoidectomy the 
advantages of endotracheal anesthesia are 
apparent. The operation does not have to 
be hurried, and ample time is available 
for direct inspection of the nasopharynx 
and thorough cleaning with a Meltzer bit- 
ing forceps. A few otologic and rhinolaryn- 
gologic surgeons use the tube through the 
nose instead of through the mouth, claim- 
ing that it does not prevent them from 
doing a thorough adenoidectomy, We have 
had little experience with this technic, but 
there seems to be no serious objection to 
it, especially when it is used for an older 
child who has a large roomy nasopharynx 
in which the tube can be easily pushed 
from side to side. 


Disadvantages. — We have little to say 
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about the disadvantages, for, although 
endotracheal anesthesia has not been as 
readily accepted for children as for adults, 
it is gaining a better foothold daily. Use 
of the procedure for children has been 
most favorably reported by Slater and 
Stephen® and has been advised against by 
Baron and Kohlmoos.t In many commu- 
nities there have been two camps, one en- 
thusiastically in favor of endotracheal 
anesthesia for children and one violently 
against it. Otolaryngologists have voiced 
the biggest objection; the resistance, how- 
ever, has been much less in the past few 
years, the reason being that the anesthe- 
tist and, especially, his tools are better. 

From 1946 to 1951 inclusive, 1,050 en- 
dotracheal intubations were performed at 
this clinic for tonsillectomy or adenoidec- 
tomy, or both, on patients less than 15 
years of age. Part of this study has been 
reported elsewhere.® No serious complica- 
tions were encountered. Probably minor 
complications often were overlooked be- 
cause of the nature of the operation. Twice 
the endotracheal tube was displaced. This 
is a definite inconvenience and hazard to 
the patient, because of the delay and the 
need of reinserting the tube. 

In our opinion, then, the only real dis- 
advantage of this type of anesthesia is the 
fact that the services of a trained anesthe- 
tist are required. If attention is not given 
to certain details that aid in the prevention 
of complications, the complications may 
be considered disadvantages. These, how- 
ever, are the result of faulty technic and 
are not inherent disadvantages of endo- 
tracheal intubation. If a qualified anes- 
thetist is not available, the otolaryngolo- 
gist can easily acquire the simple technic 
of introducing the tube himself. It is 
highly preferable, however, to have a 
trained anesthetist introduce it. 


Factors Important for Prevention of 
Complications. — The following general 
rules are those that were successfully fol- 
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‘owed to avoid complications of intubation 
in young patients at the Mayo Clinic: 

Trauma During Intubation: Since the 
mucous membranes of children are less 
-esistant to injury than are those of 
idults, more gentleness is required during 
-xposure of the larynx and insertion of 
-he endotracheal tube. The anesthetists, 
*herefore, have insisted on the induction 
of moderately deep anesthesia before in- 
cubation, so that at the time of intubation 
the child’s mouth can be easily opened and 
the laryngeal reflexes are abolished. Once 
the tube is in place, light anesthesia is all 
that is needed ; that is, just enough to keep 
the patient from swallowing or coughing. 
Frequently it has been found feasible to 
discontinue the administration of ether 
after intubation and to complete the oper- 
ation with the administration of nitrous 
oxide and an adequate concentration of 
oxygen. 

Physical Characteristics of the Endo- 
tracheal Tube: The frequent use of intu- 
bation for children was not justified until 
thin-walled, kink-resistant tubes like the 
King and Magill tubes became available. 
The lumen of the endotracheal tube must 
be large enough to allow flow of the re- 
spiratory gases to and from the patient 
without undue resistance. The practice of 
making tubes for children out of thick- 
walled urethral catheters or stock rubber 
tubing is to be condemned. The tip of the 
tube should extend far enough into the 
trachea to insure that it will not be dis- 
lodged during the operation, but not far 
enough to enter a bronchus or impinge on 
the coryna. 


As large a tube as can be passed easily 
through the larynx should be used. Before 
intubation several sizes should be pre- 
pared, so that, if the first tube selected is 
too small or too large, one of proper size 
can be chosen quickly. 


Duration of Intubation: When the du- 
ration of anesthesia is fairly short, as for 
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tonsillectomy and adenoidectomy in most 
cases, the time factor does not seem im- 
portant. One of us (J. W. P.*) recently 
studied endotracheal anesthesia in all 
types of surgical procedures; he noted 
that complications were most frequent 
(5.4 per cent) after neurosurgical opera- 
tions on the head and neck, for which the 
mean duration of intubation was longest 
(one hundred and thirty-eight minutes), 
and they were least frequent (0.3 per 
cent) after tonsillectomy and adenoidec- 
tomy, for which the mean duration of 
intubation was shortest (forty-one min- 
utes). 


Motion of Tube in Larynx: Even when 
the tube is lubricated, trauma is increased 
by movement of the tube against the 
larynx and trachea. The tube, therefore, 
should be moved as gently and infre- 
quently as possible. Since coughing and 
swallowing increase trauma, the endo- 
tracheal tube should be removed as soon as 
possible after the laryngeal reflexes be- 
come active in the postanesthesia period. 

As soon as the operation is completed, 
the patient should be turned to the prone 
position, with the tube in place to allow 
pharyngeal secretions to drain out by 
gravity. The tube should be removed as 
soon as the patient begins to gag or swal- 
low. 


Infection and Chemical Irritation. — 
One of us (J. W. P.*) and many others 
have always stressed the fact that only 
chemically and bacteriologically clean tubes 
should be used. For further protection, all 
patients at the clinic have been given peni- 
cillin before and after operation. It is diffi- 
cult and sometimes impossible to prove 
that these factors exert an influence on the 
incidence of complications after endo- 
tracheal anesthesia for tonsillectomy and 
adenoidectomy in children. Only by careful 
attention to all of the aforementioned fac- 
tors, however, can the frequency of com- 
plications be minimized or eliminated. 
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COMMENT 


In the authors’ opinion, the danger of 
cardiac arrest is markedly decreased when 
endotracheal anesthesia is used, because 
an adequate airway and adequate oxy- 
genation are present all the time. The in- 
termittent bouts of anoxia so commonly 
seen before the threatened cardiac arrest 
are avoided. Indeed, one might go so far 
as to say that even a poorly executed endo- 
tracheal anesthesia is safer for preserva- 
tion of life than is the use of open mask 
with its hazards to the airway so vital for 
prevention of cardiac arrest. Every ear, 
nose and throat surgeon who performs 
tonsillectomy and adenoidectomy on chil- 
dren has some basic requirements for the 
anesthesia: (1) adequate exposure for the 
work to be done, and (2) good anesthesia 
with freedom from worry (that anything 
untoward may happen to the patient). 
Endotracheal anesthesia, in the authors’ 
opinion, meets these requirements. 


ZUSAM MENFASSUNG 


Nach Ansicht der Verfasser verringert 
sich die Gefahr des Eintretens eines Herz- 
stillstands erheblich bei Anwendung en- 
dotrachealer Narkose, weil dadurch eine 
stindige ausreichende Luft- und Sauer- 
stoffzufuhr gewahrleistet wird. Die inter- 
mittierenden Erstickungsanfalle, die so 
haufig als Vorlaiufer eines drohenden 
Herzstillstands auftreten, werden  ver- 
mieden. Man kann sogar sagen, dass 
selbst eine nicht sehr fachmiannisch aus- 
gefiihrte endotracheale Narkose noch im- 
mer ein grésserer Sicherheitsfaktor zur 
Erhaltung des Lebens ist als die An- 
wendung der offenen Maske, die so grosse 
Gewahren fiir das Offenbleiben der zur 
Vermeidung eines Herzstillstands unent- 
behrlichen Luftwege in sich tragt. Was 
jeder Hals- Nasen- Ohrenarzt, der Ent- 
fernung der Rachenmandeln unde der ade- 
noiden Wucherungen an Kindern vor- 
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nimmt, grundsatzlich von der Narkose 
erwartet, ist erstens die Méglichkeit aus- 
reichender Exposition des Arbeitsfeldes 
und zweitens eine gute. Schmerzbetaub- 
ung ohne die Sorge, dass irgendwelche den 
Patienten schadigende Zwischenfalle ein- 
treten kénnten. Die Verfasser glauben, 
dass die endotracheale Narkose diesen An- 
forderungen gerecht wird. 


RESUME 


Les auteurs pensent que |’intubation 
endotrachéale diminue grandement le 
danger de l’arrét cardiaque en assurant 
une respiration et une oxygénation adé- 
quates constantes. Elle évite les poussées 
d’anoxie si souvent constatées avant |’ar- 
rét cardiaque menacant. Une intubation 
endotrachéale méme mal exécutée est pré- 
férable, pour préserver la vie du patient, 
que l’utilisation du Tout spécial- 
iste oto-rhino-laryngoles ue que pratique 


Yablation des amygdales et des végéta- 
tions chez les enfants connait les prin- 
cipes de base de |’anesthésie: 1. Prépara- 
tion opératoire adéquate; 2. Bonne anes- 
thésie, sans aucun souci secondaire des 
suites opératoires.—L’intubation endotra- 
chéale répond a ces conditions. 


SUMARIO 


Na opiniaéo dos autores o perigo da 
parada cardiaca fica consideravelmente 
diminuido quando é usada anestesia endo- 
traqueal, porque mantem-se sempre via 
aérea e oxigenacaéo adequadas. Sao evita- 
dos os surtos intermitentes de anoxia, vis- 
tos tao comumente antes da parada cardi- 
aca pendente. Na verdade, pode-se mesmo 
dizer que uma anestesia endotraqueal mal 
executada é mais segura para a preser- 
vacao da vida do que o uso da mascara 
aberta, com seus perigos em relacao a via 
aérea, tao vital para a prevencao da para- 
da cardiaca, 


4 

€ 

4 


VOL. XXIII. NO. 4 
RIASSUNTO 


Secondo gli Autori il pericolo dell’arres- 
to cardiaco viene diminuito di molto dall’- 
anestesia endotracheale in quanto questa 
assicura, per tutto il tempo dell’interven- 
to, un’ossigenazione ed una pervieta delle 
vie respiratorie del tutto adeguate. Ven- 
gono quindi evitati quegli episodi di anos- 
sia che comunemente intervengono prima 
che si instauri l’arresto cardiaco. Pertanto 
si pud arrivare a dire che ]’anestesia endo- 
tracheale, anche condotta poco bene, é pil 
sicura dell’anestesia con maschera aperta 
dato che quest’ultima non assicura la per- 
vieta delle vie aeree, cosi importante nella 
prevenzione dell’arresto cardiaco. Ogni 
otorino-laringo-jatra che operi tonsille o 
adenoidi nell’infanzia pretende dall’anes- 
tesia alcuni requisiti fondamentali: 1) 
adeguata esposizione del campo su cui 
deve operare; 2) e un buon grado di anes- 
tesia che eviti agitazione da parte del pa- 
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ziente. Requisiti che, secondo gli Autori, 
ha appunto l’anestesia endotracheale. 
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Just as the soil that has lain fallow produces a richer harvest, so it is 


with human beings—the bare and silent moments are those when the busy 


mind finds light and air. The thoughts that arise in these brief intervals, 


when one takes time to look up, are growing thoughts. 


—Karasz 


To live in the presence of great truths and eternal laws, to be led by 


permanent ideals—that is what keeps a man patient when the world ignores 


him, and calm and unspoiled when the world praises him. 


—Balzac 


~ i: 


Editorial 


chives of surgical history were opened 

to record a new step forward in the 
deliberate evolutionary process we call 
civilization. We can imagine Time, that 
weary but august historian, drawing a 
sigh of pleasure and relief as he dipped his 
quill; we can even imagine him muttering 
“At last! after what centuries .. .” 

But all Time’s servants did not share 
his pleasure. They never do. At that 
time the active concept of a unified world 
had been born, had undergone a few feeble 
convulsions and had apparently died, 
despite all efforts to save it. This was 
regarded by many as proof in advance that 
the new venture also would perish. In the 
first place, it was new, and therefore dan- 
gerous; in the second place, it was hedged 
about with so many difficulties, personal, 
national, racial and religious, that only a 
miracle could carry it beyond the door of 
its birth chamber, and in the third place— 
ah, that old refrain!—it was “against 
human nature.” 

How right they were! It was dangerous 
indeed—to prejudice, international hos- 
tility and the hoarding of knowledge that 
rightly belongs to the world. And of 
course it was “against human nature’’; so 
is cleanliness. As for the miracle, it had 
already happened, and nothing unheard 
of, either, for miracles happen so often 
that nine out of ten pass unnoticed. When- 
ever and wherever the mind of man lays 
hold upon an idea so powerful that it can 
stir the imagination and enlist the alle- 
giance of men all over the world, a miracle 


|: 1935, just twenty years ago, the ar- 


Anniversaty in Geneva 


has happened—one need not wait longer 
for it. 

We of the International College of Sur- 
geons are excusably proud of preserving 
our miracle alive. We know too well how 
many splendid and world-changing con- 
cepts have appeared, gleaming, and then 
dropped suddenly back into the abysm be- 
cause of man’s eternal arch-enemy, fear; 
fear of public opinion and public ridicule; 
fear of being different, of seeming “un- 
realistic”; fear of acquiring a crackpot’s 
reputation should one express one’s faith 
in the potential greatness of the human 
mind and spirit. The best.of us is not 
entirely free from qualms of this kind, but 
those to whom history will be kindest, we 
believe, are those who recognize them as 
the spawn of vanity and treat them with 
the determined scorn they deserve. Nor 
will they have to wait for history’s verdict. 
Any man alone or in any company of men, 
large or small, who achieves this stern 
denial of “human nature” knows instantly 
that he has increased his stature, and 
there is no more nonsense about appear- 
ances. Who looks at appearances after 
catching a glimpse of Truth? 

Men of science ought to be, and often 
are, among the best equipped for this en- 
largement. Perhaps this accounts for the 
fact that the International College of Sur- 
geons, an organization based on the univer- 
sality of science, the irrelevance of na- 
tional differences and the essential fra- 
ternity of all scientific workers, has be- 
come a solid and permanent world entity 
while the concept of a unified world, based 
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on much the same foundation with regard 
to mankind in general, is still struggling 
for its existence. The trained scientist is 
accustomed to sudden reversals and 
changes, to the loss of years of patient 
and painstaking toil and to the acceptance 
of ideas and principles not his own. He 
cannot be otherwise and remain a sci- 
entist. 

However that may be, the College has 
survived. It was a promising infant, and 
it is now full grown. It stands today as 
an irrefragable proof of man’s essential 
worth and dignity at their best. It is a 
deep satisfaction to know that we have 
achieved this without once descending to 
“fight fire with fire’; we have little faith 
in the hair of the dog that bit us as a ther- 
apeutic adjunct, and we have so conducted 
ourselves and our organization that no 
justifiable attack could be made upon us. 
Such flurries as we have encountered we 
could ignore, and well afford to. A record 
of twenty years’ unaltered devotion to an 
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unchanged and unchangeable ideal is proof 
enough of the strength of our foundations, 
and the fact that the architects of our 
structure have come from all over the 
world, from the very day the ground was 
broken, and have remained, like the cathe- 
dral builders of old, to lay stone after stone 
with an artist’s dedication, is more than 
enough to give the lie to those who say that 
man cannot rise above himself. 

This year, in Geneva, where the College 
was founded, we shall celebrate its twen- 
tieth birthday. There will be rejoicing 
and congratulations, and with good reason. 
But there will also be, as there is at every 
meeting of the College, a sense of dedica- 
tion renewed, a reexamination of values 
and a great deal of that humility which, 
in moments of triumph and success, is able 
to remember that the best is yet to come. 
As the race of man advances in its painful 
and difficult march, new problems and dif- 
ficulties will arise, and we must be ready 
to meet them. —M. T. 


Correction: A letter from Dr. James F. Brailsford, F.R.C.S. (Eng.), F.I.C.S., 
of Birmingham, England, author of the two editorials on Semmelweis first 
published in the Birmingham Post and reprinted in the October 1954 issue 
of this Journal, reads as follows: “It has been brought to my notice that there 
is a further memorial to Semmelweis in Vienna at the Staedtische Frauen- 
klinik Semmelweis, where Prof. Dr. Hans Heidler is in charge. I much regret 
that I was not directed to this Institute when I made my inquiries at the 
University and the Allegemeine Krankenhaus in Vienna, as I should have 
liked to see it and photograph it for my lecture. I trust this explanation will 
assure Prof. Heidler that my omission was solely due to failure to elicit 
information from sources which ought to have been able to supply it.” 
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New Books 


Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1349. Profusely illustrated. 

Les Vomissements du Nourisson: Etude 
critique, Diagnostic étiologique, Indications 
thérapeutiques. Par Emilio Roviralta. Edi- 
tion revue et augmentée par |’auteur en 1952. 
Adaptation francaise de Bernard Duhamel, 
d’aprés la traduction de Edouard Del Castil- 
lo Japuolot. Paris, Editions Médicales Flam- 
marion, 1952. Pp. 236. Illus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par O. Lambret, P. 
Razemon, et P. Decoulx. 4e éd. Paris, G. 
Doin & Cie., 1958. 115 figures et 4 planches. 

Cystites Invétérées et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthési- 
ques et Neurotomies Chirurgicales. Par Ray- 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie., 1954. Pp. 118. Illus. 

El Dranaje en Cirugia. Por Domingo Prat. 
Montevideo, Imprenta Rosgal, 1954. Pp. 166. 
Illus. 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llauradé. Madrid, Asociacién Espafiola de 
Cirujanos, n.d. Pp. 155. Illus. (III Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Matera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Illus. 

Sindromi Dolorose dopo Intervénti Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracco. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische Eingriffe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. 180. 48 Teils mehrfarbigen 
Abbildungen. 


Pratique de L’intubation intra-trachéale 
en Anesthésie. Par Henri Gibert. Paris, G. 
Doin & Cie., 1953. Pp. 188. 39 figures. 

Pheochromocytoma and the General Prac- 
titioner. By Joseph L. DeCourcy and Cor- 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol- 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi- 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam- 
phlets. II. Periodicals. III. Bio-bibliogra- 
phies. IV. Bib. of librarianship. Fully in- 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Illus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil. and London, W. B. Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola Mitrale: Aspetti anatomici, 
fisiologici, clinici e chirurgici. Per Michele 
A. Chiechi e Charles P. Bailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 

The History of the Samaritan Free Hospi- 
tal, with an Appendix on the London Hos- 
pitals and Infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. Heffer & Sons, Ltd., 
1931. Pp. 96. 

Patologia del Estomago Operado: II Con- 
greso Argentino de Gastroentoerologia, Mar 
del Plata, 13-18 de Abril de 1953. Contribu- 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacién Argentina de Ra- 
diologia, and Sociedad Médica de Mendoza. 
Buenos Aires, Ed. Universitaria, 1954. Pp. 
482. Illus. 

Verhandlungen der Deutschen Gesell- 
schaft fiir Chirurgie, 70 Tagung, 7-11 April 
1953. Berlin, Springer Verlag, 1953. Pp. 768. 
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The Liver and Cancer. By Kasper Blond 
Fvistol: John Wright & Sons, Ltd., 1954. 
This book does not just advance a new 
« neer theory. It is a careful record of the 
» searches during the past thirty years of 
« man with considerable critical ability and 
. inical knowledge of his subject. He rightly 
) sists that the origin of cancer is a problem 
‘life; therefore, more can be learned from 
iman physiology as a whole than from cel- 
lar preparations. He realizes that his 
ews are opposed to those on which orthodox 
ethods are based, but, as he says, “progress 
. science and medicine does not derive from 
ie many who accept established ideas but 
vom the few who dissent.” This is clearly 
orne out by a study of most of the many 
eal advances in medicine. It can therefore 
‘e assumed that the work will be considered 
. revolt against the orthodox methods of 
caneer research and treatment. But does 
not the poverty of success of the latter surely 
call for such revolt, certainly for thought? 


Dr. Blond has examined the publications 
of the best known researchers on cancer and 
the cancer statistics of the world’s leading 
countries. He has carefully and critically 
compared the frequency of the disease in 
different sites and the conditions that appear 
to determine those sites. He shows that, 
though the distribution of cancer sites 
development differ in male and female, the 
number of total deaths from cancer in both 
sexes is almost identical, even though it is 
claimed that, of cancers in some sites, 40 per 
cent are cured. The statistics show that 
cancer in adults originates in the gastro- 
intestinal tract in 80 per cent of cases, but 
he brings evidence to indicate that 90 per 
cent of cancers in children are due to meta- 
bolic toxins derived from the mother via the 
placenta. He offers his explanations for these 
data. He points out that, whereas the so-called 
cancers of the skin are so infrequently 
associated with secondary metastases that 
to them have been attributed a protective 
immunizing property, cancer of internal or- 
gans are commonly associated with second- 
ary tumors. He goes further and indicates 
what many have good reason to believe, that 
cancer in any site is a localized expression 
of a generalized condition, but instead of 
accepting the prevailing opinion that certain 
substances acting locally are cancer-produc- 
ing he brings forward strong evidence that 
the local damaging effect of these substances 
merely determines the site of local expres- 
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sion, since the damage they do is essentially 
to the liver, further, that the cancer, instead 
of producing protective antibodies, lives on 
the metabolic poisons that have escaped the 
detoxicating effects of the liver, the central 
organ of metabolism—escape from the liver 
being facilitated by the absence of valves in 
the portal vein, by shunts between the portal 
vein and the venous system, and by portal 
hypertension with reversion of the portal 
blood due to damage to the liver. These meta- 
bolic poisons are essential for the growth of 
the cancer, and until they are present in 
sufficient abundance only the primary cancer 
can be supported. When the damage to liver 
function is so severe that portal hypertension 
exists, a greater proportion of metabolic 
poisons escape detoxication by the liver and 
metastases can develop; but until then the 
primary cancer tends to use up the toxins 
necessary for its growth and metastases 
have no available food for development. For 
cancer does not produce toxins, it thrives on 
them. 

With removal of the primary cancer by 
surgical means, the metabolic poisons become 
available for the development of metastases, 
and they develop as rapidly as the supply of 
toxins permits, depending on the degree of 
efficiency of the liver in detoxicating these 
metabolic toxins—the more severe the 
liver damage, the more metabolic toxins are 
available and the more rapid the develop- 
ment of metatases. Hence, in some cases, 
the primary cancer may persist and develop 
for ten or more years without any sign of 
metastases, whereas in others prompt remov- 
al of a primary cancer may be followed 
almost immediately by the development of 
extensive metastases—“numerous as mush- 
rooms after summer rain,” as Blond puts 
it—the delay in development being deter- 
mined by the efficiency of the liver in de- 
toxicating metabolic poisons and in the 
quantitative activity of agents capable of 
doing localized damage. 


All the so-called cancer-producing sub- 
stances, such as coal tar derivatives (aniline 
dyes for coloring or preserving foods, par- 
affins, medical preparatives, etc.), parasitic 
exudatives and secretives, tobacco, excess al- 
cohol, roentgen rays or other irradiations, 
diseases of the liver (syphilis, etc.), act by 
damaging the liver. If given in sufficient 
quantities experimentally they may kill the 
patient before cancer appears. They act in 
a quantitative manner; the more absorbed, 
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the greater the damage to the liver and the 
greater the facility for cancer development. 
As a result of these agents the damaged liver 
permits the escape of metabolic poisons from 
detoxication. It is these and these alone 
which can supply the necessary food for the 
development of cancer. 

The prevention of cancer, therefore, calls 
for limiting the intake of substances or the 
contracting of diseases liable to damage the 
liver. Early detection is important, since it 
indicates the need to concentrate on the care 
of the liver and the elemination of metabolic 
poisons. Such treatment will permit resolu- 
tion before serious anatomic and physiologic 
damage has been done. At worst, such treat- 
ment can offer only a general improvement 
in health. Surgical removal of the primary 
tumor merely shifts the site of cancer devel- 
opment. Experience proves that it may 
actually facilitate the spread and develop- 
ment of cancer deposits; it cannot cure, since 
the cause, the damage to the liver, is neglect- 
ed and continues to act. 

The book cannot be assessed by a super- 
ficial reading. It demands careful consider- 
ation, free from bias as to the facts presented. 
Dr. Blond’s frequent repetition of his theory 
in criticism of the publications of leading 
cancerologists, though to the unwilling re- 
cipient they may be unnecessarily annoying, 
serve to emphasize the need of respect for 
this unorthodox theory. He leads us back 
to the teaching of Hippocrates that “in cases 
of hidden cancer it is best to give no treat- 
ment; treatment causes early death, but to 
refrain from treatment is to prolong life.” 
Except in those cases in which the cancer is 
producing a physical obstruction, experience 
shows that this advice is still true. 


JAMES F.. BRAILSFORD, M.D. 


La Resezione Epatica Atipica e l’Epatec- 
tomia Tipica. By Rino Rossi. Supplement to 
Patologia Sperimentale e Chirurgia (Milan), 
Vol. 1, 1953. Pp. 89. 29 illustrations, 4 in 
color. 

This monograph reviews the present status 
of hepatic resection and lists certain prin- 
ciples for its application and advancement, 
both on the experimental and on the clinical 
level. From a technical point of view, the 
author emphasizes the distinction between 
“typical” and “atypical” operations. The 
former are characterized by a systemic iden- 
tification and preparation of the elements 
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to be excised, including especially the li; 
ature and resection of the portal branch ¢ 
the area. This in turn facilitates exac 
identification of the area to be eliminate: , 
as well as its arterial and biliary branche: . 
Typical resections include right and lei: 
lobectomy and segmental resection; the au- 
thor identifies seven hepatic segments i1 
men—four on the right and three on the lefi. 

He points out that the typical procedurc, 
as first performed by Pettinari (1940), is 
the method of choice but may be contra- 
indicated by anatomic and pathologic condi- 
tions. Thus, the vast majority of resections 
reported in the literature have been atypical. 

The several variations of the typical tech- 
nic in man are presented in some detail. 
Experimental technic in the dog is also pre- 
sented in detail as practiced by the author. 

The monograph further includes a review 
of the indications and results of liver re- 
section, with emphasis on precautions neces- 
sary in cases of malignant neoplasm. Noting 
the postoperative death rate of 4 to 6 per 
cent in the 670 recorded cases, the author 
points out that a number of conditions 
formerly treated by cystectomy, cyst marsu- 
pialization, etc., would be more correctly 
managed by parenchymal resection, which is 
less dangerous. 

The details of the experimental develop- 
ment of typical resection make this work 
especially valuable. 

The first volume of Patologia Sperimen- 
tale e Chirurgia appeared in 1953, under the 
general editorship of Vittorio Pettinari and 
under the aegis of the Instituto per la Dif- 
fusione de Opere Scientifiche in Milan. Per- 
usal of its contents affirms its high promise 
as a forum for experimental surgery and for 
clinical surgery with experimental implica- 
tions. Polyglot summaries add to its inter- 
national usefulness. 


MAX THOREK, M.D. 


Patho-Physiologie Der Atmung in De: 
Lungenchirurgie By J. Maurath, Stuttgart: 
Georg Thieme, Verlag, 1955. Pp. 80, with 3: 
illustrations. 

“The Patho-Physiology of the respiratio: 
in surgery of the lungs” is a booklet tha’ 


represents the results of studies the autho: 


has undertaken over a number of years. The 
book is divided into a brief historical intro- 
duction, a chapter discussing technics 0 
different types of examination, a chapter on 
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experimental results, a chapter correlating 
the results of different examinations with 
the clinical picture, and a summary. 

The author. considers six tests essential 
for thorough knowledge of pulmonary phys- 
iology. 1. Spirography (Knipping) 2. Gas 
analysis of arterial blood. 3. Rossier’s epi- 
nephrine Test. 4. Calculation of the alveolar 
function. 5. Bronchospirometry. 6. Tiffen- 
eau’s test. 

Technical details are thoroughly discussed. 
An intelligent correlation between diseases 
of the lung, surgical procedures and func- 
tional observations given. The discussion of 
different features shows that the author not 
only is theoretically well trained but speaks 
from an excellent practical experience. 


The book is recommended for the library 
of the thoracic surgeon as well as for any- 
body who is interested in the generally rather 
neglected field of respiratory physiology. 


WERNER F. EISENSTAEDT, M.D. 


Atlas of Operative Technic: Anus, Rectum, 
and Colon. By Harry E. Bacon and Stuart 
T. Ross. St. Louis: The C. V. Mosby Com- 
pany, 1954. Pp. 301, with 403 illustrations. 

Anyone interested in surgical treatment 
of the colon, rectum and anal canal will find 
profitable reading in this outstanding atlas. 
The illustrations, which present clearly and 
succinctly the consecutive steps of various 
operative procedures, are accompanied with 
pithy step-by-step descriptions. There is no 
redundancy in this book, since obsolete oper- 
ative procedures are omitted completely. The 
authors, who are seasoned surgeons, have 
emphasized the importance of complicated 
and complex fistulas. Their admonition that 
these conditions may be “more tedious and 
more difficult of proper execution than some 
colonic resections” warrents reemphasis. 

Studying this notable book, one cannot 
help but be impressed with the close col- 
laboration that must have existed between 
the authors and the artists. Melford de Died- 
rick, Leon Schlossberg, and William B. 
McNett are to be congratulated for having 
produced such clear-cut and beautiful il- 
lustrations. The tridimensional aspect of 
their work is particularly noteworthy. To 
Drs. Bacon and Ross go this reviewer’s felic- 
itations for having brought forth this il- 
lustrious atlas of operative technic. It will 
remain a classic contribution to contempor- 
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ary surgical literature and practice. 
The book can be recommended unreservedly. 


PHILIP THOREK, M.D. 


New Illustrated Practice of Surgery; 
Part VIII. Jean Quenu, Editor. Paris: G. 
Doin et Cie. Pp. 264. 1954. 

This is the eighth of a series of brochures 
describing major operations as currently 
practiced by surgical specialists in France. 
The value of these little works is greatly 
enhanced by the use of faithful line draw- 
ings by S. Dupret, the noted French medical 
artist. The group of eight fascicules covers 
practically the entire field of surgery. Ac- 
tual cases illustrative of technics employable 
in an active clinic have been selected for 
description and depiction. No order or se- 
quence has been observed in the grouping 
of the examples, nor are they confined to any 
particular field of surgery. The contents of 
Fascicule VIII, which contains 225 illustra- 
tions, may be summarized as follows: 

1. Subpallidal extrapyramidotomy by elec- 

trocoagulation (F. Fenelon). 

2. Left pneumonectomy for bronchogenic 
carcinoma (G. Thomeret). 

8. Surgical cure of a hiatus hernia by 
transthoracic approach. Allison’s Tech- 
nique (J. Perrotin). 

4. Extramucous esophagocardiotomy for 
mega-esophagus by the transthoracic 
approach (J. Perrotin). 

5. Subtotal colectomy (J. Quenu). 

6. Le Fort’s operation for complete geni- 
tal prolapse (J. Quenu). 

7. Radical castration with extirpation of 
the lumbar lymph-nodes (J. Quenu). 

8. Operative cure of coccygeal fistula 
(C. Longy). 

The individual operations are described 
in minute detail, and the schematic drawings 
cover each step. Nothing is left to the imag- 
ination, which is praiseworthy, since it gives 
the work the greatest usefulness to the resi- 
dent and the young surgeon, while for the 
older surgeon it outlines alternative technics 
with unmistakable fidelity. It is worthy of 
mention that none of the procedures discus- 
sed are stereotypes and that one or more 
original points in technic are presented by 
each author. Practical remarks on etiologic 
factors, diagnosis and indications for sur- 
gical intervention accompany each report. 

This reviewer found the description of sub- 
total colectomy and radical castration with 
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lumbar lymphadenectomy particularly in- 
teresting. 
The entire collection is to be recommended. 


ULYSSES GRANT DAILEY, M.D. 


Die Cytologie des Bronchialskretes. By 
Dr. Med. P. Hartmann. Stuttgart; Georg 
Thieme, Verlag, 1955. Pp. 110, with 28 il- 
lustrations. 

The “cytology of the bronchial secretions,” 
as discussed by the author, represents a con- 
scientious study of a rather difficult subject. 
The author gives a brief historical review 
of the subject. This chapter is followed by 
a chapter on the normal cytology of the 
bronchial secretions. An interesting chap- 
ter is the one describing autolytic changes 
of the normal epithelium, a rather frequent 
observation, but unfortunately seldom dis- 
cussed. 

A thorough discussion, with representative 
pictures of smears and sections, brings out 
the essential diagnostic features of tumor 
cells. The final chapters discuss methods 
of obtaining specimens, fixation and stain- 
ing procedures, and diagnostic criteria for 
cytologic observations. 

The book is clearly written. In the opinion 
of this reviewer, it would be a great 
improvement if the pictures of tumor cells 
and normal epithelial cells were not be in 
black and white but in color. The student 
of cytology will have to make his diagnosis 
from colored slides, and black and white pic- 
tures are sometimes rather confusing com- 
pared to the actual appearance of smears. 

All in all, the book is highly recommended 
for medical students and residents. It is a 
valuable summary of the present knowledge 
of cytology of the bronchial secretions. 


WERNER F. EISENSTAEDT, M.D. 


Cystites Invétérées et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthési- 
ques et Neurotomies Chirurgicales. By Ray- 
mond Darget and Rolland Ballanger. Paris, 
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Masson, 1954. Pp. 118. Illustrated. 

Many years’ experience in dealing with the 
grave disability and agony of refractory cys- 
titis and pelvic algia have led to the ration- 
ale of treatment presented in this brief but 
weighty monograph. - 

The authors’ primary attack is by infiltra- 
tion or surgical section of the erector nerves, 
to which may be added a similar procedure 
on the pudendal nerves. They consider that 
section of the hypogastric or presacral nerve 
should be accessory, and may even prove 
useless. 

To relieve painful micturition, pollaki- 
uria or detrusor spasm, they consider it is 
essential to interrupt the erector nerves. 
When pain extends to other pelvic areas, 
operation on the pudendal nerves may be es- 
sential. In some cases both procedures are 
necessary. 

The success of these methods with con- 
ditions that might have been deemed inop- 
erable leads the authors to the firm convic- 
tion that neurotomy as here described must 
now be given a serious trial before more 
complicated plastic operations or ureteros- 
tomies are considered. 

The philosophy of this treatment is pre- 
sented in a fashion that is expert and to the 
point. After discussing the entities and their 
complications, the authors describe the in- 
nervation and physiologic aspects of the 
bladder, posterior ureter and false pelvis. 
Their own therapeutic methods are then pre- 
sented in detail, followed by reports of their 
results. A final chapter discusses the indi- 
cations for various methods of treatment. 

The operative approaches and technics are 
described in full detail, with the aid of 
photographs, diagrams and cystographs. 

This little book should command the inter- 
est of urologists, general surgeons and gyne- 
cologists, as well as general practitioners, 
who may well profit from the simpler 
methods. 


MAX THOREK, M.D. 


Happiness? That’s nothing more than good health and a poor memory. 
—Shweitzer 
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Abstracts from Current Literature. 


A Comparison of Vagotomy and Gastric 
Resection for Gastrojejunal Ulceration; A 
Follow-Up Study of 301 Cases. Walters, 
W., Chance, D. P., and Berkson, J., Surg., 
Gynec. & Obst. 100:1, 1955. 

Before the advent of vagotomy the treat- 
ment of gastrojejunal ulcer was fairly well 
standardized. Excision of the ulcer with 
high gastric resection was the procedure of 
choice. When gastrojejunal ulcer developed 
after partial gastric resection the outlook 
was not too satisfactory, for re-resection was 
attended by an operative mortality rate of 
about 10 per cent, and only about 50 per cent 
of patients so treated obtained satisfactory 
results. By contrast the outlook of the pa- 
tient with gastrojejunal ulcer after gastro- 
enterostomy was favorable, because excision 
of the ulcer and high gastric resection gave 
excellent results in 85 to 90 per cent of the 
cases, with an average operative mortality 
rate of 4.1 per cent. 

With the advent of vagotomy the results 
of treatment of gastrojejunal ulcer develop- 
ing after gastric resection have been 
improved. Because of this, some surgeons 
are now advocating vagotomy as the treat- 
ment of choice for all gastrojejunal ulcers, 
including those which follow gastroenteros- 
tomy. This study was undertaken to compare 
the effectiveness of vagotomy with that of 
gastric resection in the management of gas- 
trojejunal ulcer after gastroenterostomy and 
the effectiveness of vagotomy with and with- 
out gastric resection with that of gastric 
re-resection alone, in the management of 
gastrojejunal ulcer after gastric resection. 

This study is important because it shows 
the superiority of gastric resection over 
vagotomy in this respect, at the same time 
demonstrating the important role of vagot- 
omy in the management of gastrojejunal 
ulcer after a partial gastric resection. 

The complications of gastrojejunal ulcer 
are perforation, gastrojejunocolic fistula and 
hemorrhage. 

Treatment of gastrojejunal ulcer resolves 
itself into vagotomy, alone or combined with 
other procedures, and adequate gastric re- 
section, with removal of approximately two- 
thirds of the stomach. There are definite 
indications for both procedures. 
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Vagotomy is generally accepted as the 
treatment of choice for gastrojejunal ulcer 
following resection of at least two-thirds of 
the stomach. The present study indicates 
that vagotomy can be expected to give ex- 
cellent results in 70 per cent of such cases 
and carries a low operative risk. 

In over 70 per cent of patients in whom 
the gastrojejunal ulcer develops after an 
inadequate resection of a third to half of the 
stomach, vagotomy can be expected to give 
excellent results, with a low operative mor- 
tality; if re-resection is deemed advisable by 
the surgeon, however, vagotomy may be 
added without greatly increasing the opera- 
tive risk and may give the patient additional 
protection against further ulceration. 


W. E. NortHu, M.D. 


Treatment of Arteriosclerosis and Vague 
Abdominal Distress with Niacinamide Hy- 
droiodide (Without Side-Effects). Feinblatt, 
T. M.; Feinblatt, H. M., and Ferguson, E. A., 
Am. J. Digest. Dis. 22, 1955. (Author’s 
abstract.) 


The therapeutic value of niacinamide hy- 
droiodide combined with sodium iodide in 
cases of generalized arteriosclerosis without 
hypertension was studied in a series of 59 
cases. There were 33 female and 26 male 
patients. The average age was 61; weight, 
149 pounds; blood pressure, systolic 149, and 
diastolic 87 mm. of mercury. The symptoms 
were dizziness in 55 cases, excessive fatigue 
in 51, vague abdominal distress in 45, chronic 
headaches in 33 and disorientation in 24. 
Aortic sclerosis was present in 36 cases and 
arcus senilis in 26. Intravenous iodo-niacin 
injections (5 cc. containing 100 mg. of nia- 
cinamide hydroiodide and 1 Gm. of sodium 
iodide) followed by iodo-niacin tablets (nia- 
cinamide hydroiodide 25 mg. and sodium 
iodide 135 mg.) were administered for more 
than a year. Dizziness was relieved in 71 
per cent of cases, vague abdominal distress 
in 87 per cent, chronic headaches in 61 per 
cent and disorientation in 50 per cent. There 
was no symptom of iodism or other side effect 
in any case, even when large doses were 
given. The complete absence of iodism is 
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attributed to the use of niacinamide hydro- 
iodide. It is the authors’ opinion that 
antipellagric action of this drug corrects 
dysfunction of the co-enzyme oxidation 
system by a mechanism similar to that of 
niacinamide hydrobromide in relation to 
bromism. 


T. M. FEINBLATT, M.D. 


Maximum Urine Concentration. Miles, B. 
E.; Paton, A., and Wardener, H. E., Brit. M. 
J., 1954, 2:901, 1954. 

One of the most easily studied functions 
of the kidney is its capacity for the conser- 
vation of water under conditions of dehy- 
dration. In these circumstances water is 
reabsorbed from the tubular fluid against 
an osmotic gradient through the influence 
of endogenous antidiuretic hormones, and 
the maximum concentration of the solutes is 
used as an indication of the kidney’s ability 
to perform osmotic functions. 

This capacity for osmosis is the property 
that determines the extent to which the sol- 
utes can be concentrated, but specific gravity 
is usually measured for clinical convenience, 
although it gives only an approximate indica- 
tion of the osmotic function. 

Specimens of normal urine were examined 
by the authors for the purpose of correlating 
specific gravity with osmolarity. It was 
observed that considerable variations of the 
former may occur in specimens in which the 
latter is quite similar. Unexpected fluctua- 
tions in the osmolarity of urine occur during 
progressive dehydration. 


EDMUND LISSACK, M.D. 


Dicumarol Sensibility as a Test of Liver 
Function. Hulten, O.: Acta Soc. Medicorum 
Upsaliensis 59:356, 1954. 

It is well known that dicumarol and trom- 
exan lower the prothrombin value of the 
blood by an action on the hepatic substance. 
Their effect depends largely on the state of 
liver substance. The test gives constant 
results in a given subject, but there is a 
considerable variation among different sub- 
jects. 

The experience of dicumarol tests is based 
on more than 350 cases, in many of which the 
patients have been examined repeatedly. The 
impression is gained that this test has consid- 
erable clinical value as a test of liver func- 
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tion, especially in connection with surgery, 
as it is concerned with a particular function 
of the liver which is of interest to a surgeon. 
When a latent deficiency in prothrombin for- 
mation has been revealed by means of this 
test, vitamin K should be administered before 
and after an operation. Because of unknown 
factors in the absorption and metabolism of 
dicumarol, there are present such sources of 
error in the test that only pathologic values 
can be used; normal values do not exclude 
liver damage. Nevertheless, the dicumarol 
test promises to be of such value in clinical 
practice that continued research in this field 
is particularly desirable, and it is hoped that 
the method will thereby be further improved. 


W. E. NortH, M.D. 


The Breast Nodule. Analysis of Three Hun- 
dred Thirty-Six Consecutive Biopsies of 
Breast. Eloise Parsons, E., and Helen Pis- 
arek, H., J.A.M.W.A., 1954, 9:317, 1954. 

Cancer of the breast is a challenge to mod- 
ern physicians. An increasing number of 
women are presenting themselves for examin- 
ation. Physicians must consequently examine 
each one thoroughly. 

In the series studied by the authors, 
76 cancers, an incidence of 22.6 per cent, 
were discovered in 8,114 surgical patients. 
Seventy-eight mastectomies were performed, 
50 of them radical. In 20 cases there were 
suggestive changes which did not prove to 
be malignant. In 18 cases carcinoma was 
coexistent with benign lesions, which sug- 
gests the potentiality of benign lesions to 
become malignant. There were 14 girls under 
the age of 20 who had lesions of the breast; 
in 1 the authors observed proliferation sug- 
gestive of early malignant disease. 

Physicians are urged to accept their unu- 
sual opportunity to reduce the mortality rate 
of cancer of the breast by education of their 
patients and by early, thorough diagnosis 
and treatment. It is advised that family 
physicians teach their patients to examine 
themselves, to report anything suggestive, 
and to seek examination at regular intervals. 
In the authors’ opinion, this does not make 
women fearful. On the contrary, it increases 
their faith in the physician, which will be 
extremely valuable in case malignant disease 
does develop. 


EDMUND LISSACK, M.D. 
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Vaginal Delivery Following Cesarean Sec- 
‘ion. Nel, J. B., South African M. J. 28: 
538, 1954. 

The author states that the importance of 
vaginal delivery after cesarean section has 
een appreciated by obstetricians since the 
ime women first survived abdominal de- 
‘ivery. 

Cesarean section was performed on the 
jead even before the birth of Christ and on 
the living as early as 400 A.D., according to 
the Talmud. Tarnier of Paris and Spaeth of 
Vienna remarked that in 1877 it had not yet 
been successfully performed in either of 
these two leading centers of obstetrics. In 
1886 Krukenberg reported 120 cases of rup- 
ture of the scar and stated that the uterus 
ruptured in 50 per cent of all pregnancies 
after this operation. 

In 1824 the extraperitoneal approach to 
the lower segment was discussed by Physick 
and Dewees but not practiced by either. 
Porro of Pavia performed a successful ce- 
sarean hysterectomy in 1876, and the opera- 
tion was repeated in Vienna the following 
year, with a satisfactory result for the 
mother. 

Between 1890 and 1900 the maternal mor- 
tality rate of this procedure at a few clinics 
was reduced to 5 per cent. 

In America, Beck, Hirst and De Lee popu- 
larized the lower segment operation. The 
author states that many authorities, if not 
the majority, maintain that the dictum “Once 
a cesarean section, always a cesarean sec- 
tion” does not necessarily hold, and that 
vaginal delivery should be allowed under 
certain circumstances. Others emphatically 
adhere to the dictum. The author states that 
Dieckmann and Greenhill are adherents. 


Indications for cesarean section have wid- 
ened in recent times and as the incidence of 
the operation is at present 3 to 6 per cent of 
all deliveries, every obstetrician will have 
under his care, from time to time, pregnan- 
cies in patients who have previously under- 
gone cesarean section. 

The author gives a series of cases of de- 
liveries following cesarean section at the 
Peninsula Maternity Hospital, Cape Town, 
from January 1948 to December 1952, stating 
that of 12,608 patients 107 had previously 
undergone cesarean section. Of these, 62, or 
58 per cent, were subjected to a repeat ce- 
sarean section, and 45, or 42 per cent, had 
vaginal deliveries. 
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There was a difference in the duration of 
labor in patients who had had previous va- 
ginal deliveries and those who had not; the 
patients who had had a previous cesarean 
section before were in labor longer. The 
average duration of labor in patients who 
had previously had both a cesarean section 
and a vaginal delivery was twenty-four hours 
and forty-four minutes. 

Dissolution of the uterine scar is the chief 
danger when vaginal delivery is allowed in 
a previously sectioned patient. This risk, 
however, is not altogether avoided repeat- 
ing the section, as rupture may occur during 
pregnancy. 

The healing of uterine incisions has been 
investigated by various authorities and 
there are two schools of thought on the sub- 
ject. According to Schwarz, Paddock and 
Bostnick, the healing process occurs chiefly 
by fibroblastic proliferation along the ap- 
proximated edges of the incision. Fibroblasts 
then enter the spaces between adjacent mus- 
cle bundles, and shrinkage of the scar fol- 
lows. After two or more weeks it may be 
difficult to demonstrate the line of the in- 
cision with the hematoxylin and eosin stain, 
but van Gieson’s stain may still demonstrate 
it. All, however, agree that scar-tissue is 
formed in the poorly united incision. 

Adair and Gordon and Rosenthal are of 
the opinion that there is a cumulative mater- 
nal risk in repeat sections, and Strachan 
supports this view. Intra-uterine manipula- 
tions are particularly dangerous to a pre- 
viously sectioned patient, because the state 
of the scar may be such that an increase in 
intra-uterine pressure may be all that is 
needed to produce disruption. Repeated ce- 
sarean sections are often performed after 
the onset of labor, and some uteri may rup- 
ture before the operation. 

In assessing the advisability of a vaginal 
delivery certain investigations should be 
carried out, including roentgen pelvimetry. 
One should obtain a detailed history of the 
previous cesarean section. As the tendency 
to rupture is much less with a lower segment 
scar than after a classic cesarean section, it 
is safer to allow a vaginal delivery after the 
former operation. If previous vaginal deliv- 
eries are reported, birth per vias naturales 
may be justified in certain cases. 

Such factors as polyhydramnios, multipar- 
ity, very large infants, and multiple cesarean 
sections are considered important in causation 
of subsequent rupture. A pendulous abdomen, 
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by putting the posterior vaginal wall on the 
stretch, may also contribute to the likelihood 
of rupture. 

Phaneuf has stated that in cases of frank 
intra-uterine infection he favors vaginal de- 
livery if at all possible. In these circumstances 
each case should be treated on its own merits. 


GILBERT DOUGLAS, M.D. 


Statistical Review of Twenty-Two Thou- 
sand Cases Examined by Cervical Smears. 
Kimmelstiel, P.; Pixley, R. T., and Crawford, 
J., North Carolina M. J. 1954, 15:538, 1954. 

This paper represents a statistical analy- 
sis of vaginal and cervical smears in 22,000 
cases examined during a three-year period in 
a cytologic laboratory serving a community 
of approximately 140,000 inhabitants and 
financially entirely self-supporting. The 
largest volume of material studied is from 
physicians in private practice who have been 
including vaginal smears in the routine ex- 
amination of their patients at a rapidly in- 
creasing rate. Though most physicians avail 
themselves of the facilities, the largest num- 
ber of smears were received from gynecolo- 
gists and surgeons. 

In accordance with past experience, direct 
smears from cervical rather than from vagi- 
nal fluid are preferable. 

The incidence of abnormal cells was 16 
per thousand. This relatively high incidence 
of positive reports is important, since further 
investigation of the patient is indicated in 
all cases in which atypical, doubtful or can- 
cerous cells are observed, even though fur- 
ther analysis will show that only about 
one-half of these patients actually had 
cancer. 

Nine-tenths per cent (354 patients) were 
found to have cancer, confirmed by examina- 
tion of tissue. Included in the 354 cases 
were carcinoma in situ, infiltrating carci- 
noma and previously treated carcinoma. Also 
included were cases in which diagnosis was 
known and cases in which it was unexpected. 

Although the report of definite cancer cells 
in smears offers a very strong suggestion 
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that carcinoma will be found in biopsies, the 
authors’ statistics have shown a minimum 
error of 2 per cent. To insure greater secu- 
rity, the smear should be repeated. This is 
all the more indicated because a positive 
cytologic diagnosis should be confirmed by 
thick cone biopsy rather than by spot biopsy. 

This study shows that cancer was present 
in almost 2 of 1,000 cases in which diagnosis 
had not been suspected from the history and 
in which careful examination had shown no 
cervical lesions. Cancer was detected in 
almost 4 of 1,000 cases in which routine 
examination revealed changes in the cervix 
classified as cervicitis, not possibly cancer, 
and in which no biopsy specimens have been 
taken without a positive smear. 

The greatest use of applied cytology in 
study lies in its value as a screening method. 
It functions only to a minor extent as a 
diagnostic tool. If its major purpose is the 
detection of unsuspected cancer, it becomes 
necessary to screen large segments of the 
population. This can be done effectively 
only if two major conditions are fulfilled: 
(1) The cost must be in keeping with the 
benefit derived from the procedure, and 
(2) the public must be informed of its poten- 
tial value and the existence of the facilities. 


W. E. NortH, M.D. 


A Five-Year Survey of Cesarean Sections. 
Gershenfeld, D. B., and Sarel, L. E., J. New- 
ark Beth Israel Hospital 5:221, 1954. 

This survey covers 860 cesarean sections 
performed in 14,715 deliveries from 1949 to 
1952. The most frequent indication was feto- 
pelvic disproportion; the second most fre- 
quent was previous cesarean section, and 
the third was complication by hemorrhage. 

The predominant operation was trans- 
verse cesarean section of the lower uterine 
segment. Spinal anesthesia was employed 
in about 95 per cent of the cases, and the 
patient was sterilized in 7 per cent. The 
maternal mortality rate was 0.23 per cent. 


EDMUND LISSACK, M.D. 
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